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Background: The importance of emotional regulation on our capacity to function in the world 
has been comprehensively addressed in the research literature.  According to attachment theory 
and research, the quality of parent-child interactions has a significant influence on children’s 
development of emotion regulation. In fact, emotion regulation is now regarded as an essential 
component of effective parenting. Much of the evidence-based parent training programmes 
delivered universally are cognitive and behaviour based. Although these programmes do 
contain elements of emotion regulation and relationship skills training, the emphasis is on 
behavioural management.  In Ireland relationship-based parent training programmes have yet 
to be established, and consequently the evidence base is difficult to find.   
Aim: The aim of this pilot study was to evaluate the effectiveness of a relationship-based 
programme for parents of children presenting with emotional dysregulation between the ages 
of 4 and 6.  A 360-degree approach was used to evaluate a newly devised emotion regulation 
parenting programme, including service users and programme developers.  
Design: A multiphase mixed-method design was employed for the current study. This included 
pre, post, and six-month follow-up measures of children’s behaviours and emotions, cognitive 
coping strategies, and parental self-efficacy, together with parent, and clinician interviews post-
intervention.   
Results:  The findings indicated a positive impact on children’s externalised symptoms and 
sleep patterns. For cognitive coping strategies, there was a notable increase in self-blame and 
blaming others.  Also, parental self-efficacy improvements were observed in identified 
parenting domains, apart from parental pressure which increased for all parents.  The thematic 
analysis conducted on both the parents and the clinician’s interviews at the post-intervention 
phase generated multiple themes.  
Four main themes emerged from parental interview including co-regulation, relationship with 
self and others, group experience, and parental recommendations.  Findings from clinicians’ 
interviews generated the three themes of relationship approach, parents’ motivation to change, 
and impact on clinicians.   
Discussion: The findings are discussed in the context of current theory and implications for 
clinical practice.  Limitations and strengths of the study are discussed and suggestions for future 
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Chapter 1 Introduction 
 
1.1 Background and Rationale 
The importance of emotional regulation on our capacity to function in the world has been 
comprehensively addressed in the literature (Gross, 2009; Shore, 2001).  According to 
attachment theory and research, the quality of parent-child interactions has a significant 
influence on children’s development of emotion regulation (Sroufe, 2005).  In fact, emotion 
regulation is now regarded as an essential component of effective parenting (Rutherford, 
Walace, Laurent & Mayers, 2015). Much of the evidence-based parent training programmes 
delivered universally are cognitive and behaviour based. Although these programmes do 
contain elements of emotion regulation and relationship skills training, the emphasis is on 
behavioural management.  In Ireland, relationship-based parent training programmes have yet 
to be established, and consequently the evidence base is difficult to find.  For this reason, much 
of the research on parenting programmes in Ireland is behavioural based (Bunting, 2004; Carr, 
Hartnett, Brosnan & Sharry, 2015; Connelly & Devaney, 2017; Cotter, 2014; Furlong, 
McGilloway, Bywater, Hutchings, Donnelly, 2012).  
The present pilot study focuses on at a relationship-based group intervention named the 
emotion regulation parenting programme (ERPP). This programme adopts a relational focus 
approach which addresses parental emotional wellbeing and emotional regulation knowledge 
along with explicatory components.  The programme was devised by clinicians at the Child 
and Family Services in the west of Ireland.  To date, the ERPP has been delivered at the centre 
on three occasion by the clinicians who developed the intervention.  
1.2 Aim of the Study 
The aim of the current study was to evaluate the effectiveness of a relationship based 
programme for parents of children presenting with emotional dysregulation, between the ages 
of 4 and 6, within a service based setting.  A 360-degree approach was used to evaluate a newly 
devised relationship based programme (ER-PP).  This pilot study included parent and clinician 
interviews post intervention, together with pre-and-post measurements of children’s 
behaviours and emotions, parental self-efficacy, and cognitive coping strategies.  The study 





and to explore parents’ perceptions of their experience.  A secondary aim of the study was to 
gain insights into the clinician’s views and experiences regarding the process of developing 
and delivering the new parenting programme.  To date the ER-PP has been delivered on three 
occasions by clinicians.  
1.3  Outline of the Thesis 
This thesis is presented in five chapters.  Building on the first introductory chapter, in Chapter 
Two the author reviews the current literature on emotion regulation and parenthood, reflective 
functioning, mentalisation, and mindfulness. This is followed by the relevant research on 
attachment theory and neurobiology of attachment. Research on emotion regulation and 
psychopathology is also considered.  The literature review then turns its focus to a critique of 
the evidence-based parenting programmes which are universally available, including those 
used in Ireland. The emotion regulation and relationship skills aspects of these programmes are 
also assessed. The chapter concludes with a description of the specific relationship-based 
programme under evaluation in this pilot study.    
Chapter Three provides a description of the methodology, including the rationale for adopting 
a mixed-method multiphase design to best address the aim of the research.   
Chapter Four elucidates the quantitative and the qualitative findings and concludes with a 
section linking quantitative and qualitative.   
Chapter Five presents the key finding of the research within the context of previous research.  
Recommendations and the strengths and limitations of the study are discussed, and followed 






Chapter 2 Literature Review 
 
2.1 Emotion Regulation and Parenting  
According to Rutherford, Walace, Laurent and Mayers (2015), successful emotion regulation 
(ER) is critical to successful parenting. A common challenge for parents is maintaining their 
own regulated state in the face of caring for a distressed and dysregulated child, whilst at the 
same time facilitating the child’s regulation.  Despite some evidence suggesting that there is a 
genetic component to the development of ER in children (Eisenberg & Morris, 2002), emerging 
consensus agrees that “the family in general and particularly the parents” shape this facility 
(Bariola, Hughes & Gilmore, 2010), and report that children learn to regulate their emotions 
by adopting comparable regulatory approaches to their parents. This has significant 
implications in relation to child development and wellbeing, in respect of the transmission of 
adaptive as well as maladaptive regulatory skills (Rutherford et al, 2015).   
Emotional regulation is a set of skills which help us to reflect on and adaptively cope with our 
reaction to both primary and secondary emotions. Gross (1998) described emotion regulation 
as the process humans undertake in order to affect their emotional responses.  At the heart of 
emotional regulation is the ability to recognise and reflect one’s own and other’s emotions and 
to make the decision about how to respond.  In essence, this is reflective capacity.  Emotional 
regulation is a skill that particularly develops in the first 18-24 months of life and which takes 
place in the context of a relationship with an attuned parent who Stern (1985) referred to as the 
“self-regulating” other.  Central to this development is the infant’s capacity to develop mental 
representations of his/her emotional state, as such mental representations of their feelings 
ultimately allow the infant to reflect on their emotional states, rather than being at the mercy 
of them (Shore, 1997). 
The way in which the attuned parent reflects the infant’s raw emotion is very particular.  The 
parent reflects what is referred to as ‘marked emotion’; that is the same basic emotion, but 
marked down in intensity (Howe, 2011). If the parent is attuned, which is to say, has a reflective 
capacity of their own, the parent can respond empathetically, and the infant experience 
themselves in the face of their mother (Winnicot, 1965). This less intense emotion is then 
tagged by the parent in such a way as to reflect to the infant their emotional state but contained 





representation of their raw overwhelming emotion on their parent’s face.  The mother then 
soothes the child, and this marked emotion and the child can begin to develop a mental 
representation of their own emotional states (Gergel & Watson, 1996).  This internalised 
representation of a feeling helps to separate the emotional expression from the action.  In other 
words, the child can feel angry without hitting and can perceive anger without expecting to be 
hit.  Ultimately these mental representations of feelings become embedded in language, and 
this adds a further dimension to the child’s capacity to emotionally regulate.  The desired 
outcome of this process, as mentioned earlier, is the ability to attune to and reflect on our own 
and other’s emotions, also referred to as reflective capacity (Gross, 2002).  The capacity to 
engage in reflective functioning allows one to rationalise and make sense of both their internal 
and external worlds, and ultimately enables individuals to maintain a sense of emotional health 
and well-being. 
2.1.2 The Tripartite Model  
The tripartite model of parental and familial influence on ER proposes three areas of parental 
contribution to the development of ER skills in the child through both direct and indirect 
methods (Morris, Silk, Steinberg, Myers, & Robinson, 2007). The first area focuses on 
children’s capacity to learn through observational learning, modelling, and social reference.  
Secondly, parenting practices specifically related to emotion and emotion management affect 
ER. For instance, conditional parental regard, wherein parents vary the level of attention and 
affection towards their child based on the desirability of the child’s behaviour, is associated 
with both positive and negative issues in children regulating their emotions (Roth, Assor, 
Niemiec, Ryan, & Deci, 2009).  Thirdly, ER is affected by the emotional climate of the family 
via parenting style, the attachment relationship, family expressiveness, and the marital 
relationship.  Current research also suggests the addition of culture to the above model, 
particularly, as culture exerts considerable influence on values, beliefs and practices. This is 
thought to occur via parental communication of emotion-related values to children as part of 
emotion socialisation (Kiel & Kalomiris, 2015). Taken together, the tripartite model and 
cultural influences emphasise the integral role parents play in the formation of children’s 









2.1.3 Executive Functioning and ER 
Cognitive control is deemed important to self-regulation of emotion and behaviour when faced 
with challenging behaviour in children and several empirical studies have sought to investigate 
whether executive functions, including set shifting, inhibitory control, and working memory, 
support ER. The study conducted by Deater-Deckard, Sewell, Petrill and Thompson (2010) 
examined the role of working memory in observed reactive parenting in mothers (n=216) with 
same-sex twins in the home environment. Mothers and their children were observed completing 
two frustration tasks. Mothers also completed the working memory subtests of the Wechsler 
Adult Intelligence Test (WAIS).  The study found that reactive negativity was evident only 
among mothers with poorer working memory.  Although this illustrates the link between self-
regulation and working memory, the finding should be interpreted with caution as this study 
only provides a ‘snap-shot’ of behaviour, opposition, and distraction, and cannot therefore be 
generalised to other behaviours. Follow-up research involving mothers (n=147) from diverse 
socioeconomic backgrounds conducted a questionnaire and a lab assessment of ER. The 
findings concluded that poor executive functions generally were associated with harsh reactive 
parenting, as well as increased levels of child conduct problems. Therefore, the role of 
executive functions in regulating harsh parenting may not be effective in chaotic home 
environments (Deater-Deckard, Wang, Chen and Bell, 2012).  
Methodological limitations of this study include the over-reliance on self-report measures and 
the use of a brief questionnaire to measure a chaotic home environment.  It is clear that a more 
thorough assessment process involving interviews would capture the home environment more 
accurately and enhance the generalisability of findings.  However, it does confirm that chaotic 
home environment can impair one’s ability to access executive functions naturally.  The 
capacity of these executive functions may be important to ER and those related cognitive 
components which allow parents to maintain awareness of their own and their child’s emotional 
state, and how these emotional states relate to behaviour (Rutherford et al, 2015).   Further 
research which examined reflective functioning, mentalisation, and mindfulness on parental 







2.1.4 Reflective Functioning  
Slade and colleagues (2005) examined the relationship between parental reflective functioning 
(RF) and attachment outcomes in mothers and child using the Parent Development Interview 
(PDI). Mothers (n=40) were seen twice during pregnancy and four times following the birth 
and completed the Adult Attachment Interview, PDI and the Strange Situation (attachment 
assessment) at the various stages. The findings indicated that association between adult 
attachment and parental RF is significant, and provides evidence that RF plays a role in the 
intergenerational transmission of attachment (Slade, Grienenberger, Bernbach, Levy & Locker, 
2005). While robust measures of attachment were incorporated in this study, the small sample 
size nonetheless limits the generalisability of the findings.  
Another study examined the relationship between parental RF and specific components which 
affect regulation in parents.  A pilot study conducted by Rutherford, Goldberg, Luyten, Bridgett 
& Mayes (2013) suggested a preliminary relationship between RF and distress tolerance.  
Further research extended the investigation by including larger sample size (n=59) of mothers 
and more assessments of distress tolerance, including an infant manikin and a computerised 
paced auditory serial attention task. Mothers who reported higher levels of interest and 
curiosity in their infant’s mental states persisted for longer in soothing an inconsolable crying 
infant manikin (Rutherford, Booth, Luyten, Bridgett & Mayes, 2015).  Whilst these findings 
provide interesting results relating to parents’ capacity for reflective functioning for both 
themselves as well as their child whilst under stress, there are some methodological limitations 
to consider, not least, an overreliance on self-report measures of RF, where a more general 
assessment of RF using the PDI might be more robust.  Also, the individual temperament of 
mothers and infants was not assessed, making it difficult to generalise results beyond the 
laboratory setting (Rutherford et al, 2015). 
2.1.5 Mentalisation 
In addition to executive functions, there are other social cognitive functioning that may be 
useful for comprehending regulatory processes in parenthood.  These include mentalisation 
which denotes an individual’s ability to recognise and understand mental states, including the 
thoughts, feelings, and intentions of ourselves and others, and the ways in which these mental 





essential cog of social functioning and is thought to emerge through early attachment 
relationships.  Attachment security, marked in part by caregivers’ emotional responsiveness, 
enables infants and children the opportunity to explore the environment and provides a secure 
base for returning to (Ainsworth, 1976).  A robust study conducted by Kelly, Slade and 
Grienengerger (2005) demonstrated that reflective mothers were unlikely to exhibit significant 
disruption in affect communication during the Strange Situation.  The study proposed that the 
mutual regulatory processes of early-childhood gradually allow for an increase in the child’s 
ability to self-regulate and to ultimately begin to symbolise their internal experience and 
mentalise for themselves.  This study was part of longitudinal research to explore aspects of 
early mother-infant attachment, and further reinforces the importance of mentalisation to the 
parenting role.   
2.1.6 Mindfulness 
Mindfulness, which to some extent overlaps with both executive function and mentalisation, is 
also gaining recognition as a construct relevant to ER (Menezes, de Paula Couto, Buratto, 
Erthal, Pereira, & Bizarro, 2013).  Mindfulness is paying purposeful attention to the present 
moment, in a non-judgemental way and as such, involves high levels of cognitive self-
regulation.  For example, one needs to focus attention and ignore attentional distractions.  
Similar to reflective functioning and mentalisation, mindfulness also involves a heightened 
awareness of emotion states in both the self and others.  The fundamental non-reactivity 
element of mindfulness enables a person to relate to difficult or distressing emotions from a 
broader perspective, and increases an understanding of emotions without the need to hold onto 
or struggle with them (Bishop, Lau, Shapiro, Carlson, Anderson, & Carmody, 2004). With this 
understanding it is possible to avoid the dysregulation related to unproductive states such a 
self-blame and rumination, and to adopt more creative strategies (Desrosiers, Vine, Klemanski, 
& Nolen-Hoeksema, 2013).   
Several mindfulness parenting programmes have been developed within a mental health 
setting, either as a stand-alone treatment, or in combination with behaviour interventions 
(Bögels, Lehtonen, & Restifo, 2010; Singh, Lancioni, Winton, Singh, Curtis, Wahler, & 
McAleavey, 2010; Duncan, Coatsworth, & Greenberg, 2009).  Much of these programmes 
focused on parents of children with mental health disorders, with others focusing on parents 
with mental health disorders or at-risk parents.  Bögels, (2010) reviewed research that applied 





that mindful parenting programmes reduce parental stress, and improve marital functioning 
and co-parenting. However, caution is arguably warranted when interpreting these results as 
methodological limitations include small-scale studies, lack of control groups.  Furthermore, 
the children within some studies had different diagnoses and varied age profiles.  
Current research extending the previous mindful parenting literature looked at dispositional 
mindfulness in parents and how this correlates to parenting style (Parent, McKee, Anton, 
Gonzalez, Jones & Forehand, 2016). ‘Dispositional mindfulness’ refers to the innate 
characteristics reflecting individuals’ natural coping ability to inhabit this intentional stance of 
awareness (Brown & Ryan, 2003).  This finding suggested that higher levels of parental 
dispositional mindfulness were associated indirectly with higher levels of positive parenting 
practices.  This presents as a sweeping generalisation, which needs to be investigated further.  
The study was an online survey, which had a large sample size of parents (n=485) and 
dispositional mindfulness was assessed using a self-report measure.  The assumption, albeit a 
loose one, is that parents’ attunement and attention to the present moment in the general aspects 
of life has a positive impact on parenting (Parent et al, 2016).   
It is essential to recognise that parents and children exist in a dyadic relationship.  Therefore, 
just as parents may influence their child’s ER, children may also have an impact their parents’ 
regulation (Patterson, 2002).  A child’s dysregulated behaviour may be increased and 
potentially reinforced by maladaptive parenting.  Attachment theory as a useful framework for 
considering the protective function of parental emotional support to safeguard a child from 
poor emotional regulation and behavioural problems will now be discussed. 
2.2 Attachment Theory  
The attachment theory of child development was first proposed by the English psychiatrist John 
Bowlby and later elaborated upon by developmental psychologist Mary Ainsworth and 
researchers including Mary Main (Golding, 2008). One of the key premises of attachment 
theory focuses on the development of early relationships and the impact such early experiences 
have for a child’s subsequent social and emotional development (Bowlby, 1982). Early 
experiences of attachment relationships lead to the formation of a cognitive model of 
relationships, which works as a blueprint for future interaction.  This is referred to as internal 
working models. Internal working models are predictions which the child develops about 





infants to gradually develop mental representations of their worthiness based on other people’s 
availability and their ability to provide care and protection (Ainsworth 1978).  
Even though working models are subject to alteration with the impact of new experiences, these 
non-conscious procedural model scripts from our formative experiences are retained.  The 
internal working models that develop with our regular and important attachment figures, such 
as the primary carers in early years and romantic partners in adulthood, are those that preserve, 
guide and predict attachment-related thoughts, feelings and behaviours throughout the life 
cycle.  However, the primary attachment figure is regarded as having the most enduring impact 
on the out-working of the model.  Each attachment behavioural script represents an 
unconsciously played out strategy for survival in the context of the environment in which 
individuals find themselves (Belsky 2005). 
The attachment classification system, devised from the seminal research of Ainsworth and 
colleagues (1978), is based on extensive observation of infant attachment behavioural response 
to a structured separation procedure called the ‘strange situation’.  The responses to the 
separation were viewed to represent the infant’s expectations of their attachment figure’s 
availability as well as their attachment strategy (Brown and Wright 2001).  They identified the 
three main types of attachment as secure, avoidant, and anxious/ambivalent.  Securely attached 
infants use their caregiver as a secure base, with parents sensitively responding to their need. 
Infants categorised with avoidant attachment show little or no preference to be comforted by 
the return of the parent. Infants in the anxious/ambivalent category become greatly distressed 
when parents leave and do not appear to be comforted by their return.  An additional category 
of disorganised/ disorientated was added to the classification system for those who did not fall 
into any of the other categories. Infants who display a mixture of avoidant and resistant 
behaviour and appear to be confused or apprehensive are now placed in this category. 
Attachment theory hypothesises an attachment as a bond between an individual and an 
attachment figure and suggests that this bond is based on the need for safety, security, and 
protection. Obviously, this necessity is more prominent in infancy and childhood, due to the 
vulnerabilities of early development and all babies are biologically predisposed to form 
attachment relationships based on the evolutionary instinct to seek protection, safety, and 
comfort (Bowlby, 1967). The literature on attachment suggests that the attachment behavioural 
system provides a context for the development of the infant’s affect regulation.  An infant 





elicit a response from their caregiver whenever they feel threatened.  This in turn, triggers 
caretaking behaviours in adults, such as soothing and holding. Through this experience, the 
caregiver provides a model for the child’s acquisition of self-regulation.  Thus, when a 
caregiver is sensitive to a child’s emotional needs and responds positively, it effectively helps 
the child to develop a sense of being loved and loveable.  In contrast, when an attachment figure 
is insensitive, neglecting, or rejecting, an insecure attachment develops, and the child 
subsequently finds it difficult to rely on the parent to help them feel safe and secure (Golding, 
2008).  
Mein (1996) suggests that caregivers who are motivated to understand and proactively share in 
their children’s subjective experiences demonstrate what is referred to as ‘mind-mindedness’. 
Such mind-related interactions facilitate emotional regulation. Conversly, Mein (1999) 
proposed that parents who are insensitive and indifferent to their child’s physical and 
psychological needs lack mind-mindedness which can result in arrested emotional 
development.  According to Fonagy and colleagues (2002) mentalisation is similar to mind-
mindedness, differing only by taking psychological awareness even further.  They aver that 
mentalisations is the ability to make sense of one’s own behaviour and that of others in terms 
of intentional mental states such as thoughts, feelings, and beliefs. The mind-minded individual 
recognises, acknowledges, and responds to the other’s interior mental experience.  
Mentalisation allows children and adults to step back, reflect, and ponder.  This mediates the 
two-way system between one’s inner world and the outer worlds of others to enable both to 
attune and co-exist (Fonagy, Gergely, Jurist, and Target, 2002). Recent neurobiological 
research in attachment provided interesting results as will now be discussed. 
2.2.1 Neurobiology of Attachment 
There is an increased volume of research on the psychobiology of attachment, both in 
childhood and adulthood (Diamond and Fagundes, 2010).  Firstly, the neurobiological 
implications of memory and its foundations will be addressed.  
The hippocampus is responsible for the storage and formation of both emotional and verbal 
memory.  The amygdala is another key structure in the storage of memory, as it creates the 
emotional content and the feelings and responses related to memory (Teicher, 2002).  Research 
using MRI has revealed decreased activity in the hippocampal and amygdala in adults with an 
early history of neglect. Liggan and colleagues (1999) pointed out that implicit memory, 





explicit memory consists of the intentional recollection of experiences which requires 
processing on a conscious level.  It is therefore hypothesised that early implicit memory has an 
enduring template that influences later experiences, but is not available for conscious reflection 
at that time (Liggan and Kay, 1999).  
Additionally, early developmental stressors are thought to have an impact on the 
Hypothalamus/Pituitary/Adrenal (HPA) axis (Gabbard, 2005). This axis is responsible for 
regulating the body’s response to stress and the production of the stress hormone, cortisol.  
Developmental trauma affects the functioning of the HPA axis leading to enduring hyper-
aroused states. Through neurobiology it is evident that infants learn self-regulation through 
interactions with their primary caregiver. Schore’s (2003) research suggests that attuned 
interactions with the mother build neural density in the brain of infants, particularly in the right 
hemisphere or the affect regulation area of the brain.  Neurobiological research provides 
concrete evidence of the impact of poor attachment. This alone should be grounds enough to 
incorporate emotion regulation and relationship skills in universal training for parents in their 
vital role. Infant Mental Health illustrates the importance of promoting positive mental health 
development within a relational framework with the child’s caregivers. The following section 
will discuss the clinical implications of Infant Mental Health. 
2.3 Infant Mental Health 
According to the World Association of IMH Infant Mental Health (IMH) concerns the 
nurturing, attachment, attunement, positive parenting, and role modelling, for infants and 
toddlers. Bowlby’s conceptualisation of attachment theory is inherent in its application to 
clinical settings and guiding interventions. IMH is the optimal clinical setting where attachment 
theory informs appropriate treatment with maximum benefit and outcomes. IMH practices are 
best understood along a continuum which includes promotion, prevention, intervention, and 
treatment across services and disciplines (Hayes, 2016). Intervention at this early stage can 
repair fractured attachment development, potential stem the severity of childhood disorders, 
and protect against debilitating psychopathologies, such as Borderline Personality Disorder 
(BPD).  
‘Zero to Three’ is a national centre for infants, toddlers, and families in America.  Their mission 
statement is to promote the health and development of infants and toddlers.  With more than 
thirty years of research-based expertise on infant and toddler development, their policy centre 





Wave Trust (IMH policy and practice forum) was established in the UK.  The Trust’s originally 
proposed and current objectives include severing harmful inter-generational family cycles by 
finding solutions to the root cause of damage before it happens; in other words, primary 
prevention. Hoskins (2011) emphasises the importance of investment in infancy/child 
development, and the valuable contribution of positive IMH to lifelong health, and enhanced 
social and economic outcomes of the individual and to society.  Hoskins (2011) states that 
investments prior to the emergence of difficulties can minimise the need for costly 
interventions later in life, which ultimately translate into improved economic and 
societal/social outcomes.  
The Irish Association for Infant Mental Health (IAIMH) was established in 2009.  The aim of 
the IAIMH is to provide support to those working with babies, toddlers, and their families.  
IMH is very much in its infancy in Ireland.  The association recognises the fundamentals of 
attachment, such as giving attention to the baby, the parent, and the early developing of parent-
child dyad.  Raising public awareness of the vital developmental window from 0-3 is the current 
objective of IAIMH as early signs of attachment difficulties can be detected with a watchful 
eye, and supports put in place for repair at this delicate phase. The Mallow Primary Health 
Care team developed an innovative IMH programme in 2010; the first such service to be 
established in primary health care in Ireland.  The infrastructure is now in place in other regions 
of the country, for example, the ‘Young Ballymun’ early intervention programme in Dublin.  
With increased awareness and lobbying, a national service provision for IMH could essentially 
promote the nation’s mental health for the future, by putting the supports in place today. 
Children’s services which promote IMH principles are important investments for creating the 
groundwork for healthy brain development and positive life outcomes.  Current Irish legislation 
and strategy documents underpinning service delivery are the Vision for Change 2006 and the 
Agenda for Children’s Services, 2007 (www.dcy.gov.ie). Both advocate an early intervention 
and prevention approach. Within current health service provision, children presenting with 
social and emotional difficulties aged 3 and older have experienced clinical symptoms that 
developed at an earlier age but went undetected. However, later intervention, though still 
effective, as repair is always possible, are costlier to the health budget and human resources.  
More significantly it also adds to a harder life path for the child (Hayes, 2016).   
In 2012 the Economic and Social Research Institute (ESRI) recorded Ireland as having the 





economic climate, it is incumbent upon the government to promote positive mental health from 
birth.  Protecting primary attachment formation and providing the platform for repairing 
ruptures in relationships can safeguard against psychopathology in later life. 
2.4 Psychopathology 
There has been a plethora of research studies in emotion regulation in the last two decades, 
with emotion regulation being increasingly incorporated into models of psychopathology. 
According to Gross (2003) theoretical models associate successful emotion regulation with 
good health outcomes, improved relationships, and improved academic and work performance. 
On the other hand, difficulties with emotion regulation are associated with mental health 
disorders and are integrated into several models of psychopathology, including, BPD, bipolar 
disorder, generalised anxiety disorder, eating disorders, and substance-related disorders. In 
consequence of these findings various therapeutic approaches have recently incorporated some 
form of emotion regulation training including dialectical behavioural therapy (Linehan, 1993), 
mentalisation-based treatment (Bateman & Fonagy, 2006) mindfulness-based stress reduction 
(Kabat Zinn, 1998), mindfulness-based cognitive therapy (Segal, Williams & Teasdale, 2002), 
compassion-focused therapy (Gilbert, 2009) and acceptance and commitment therapy (Hayes, 
2006).  
2.4.1 ER Research and Psychopathology  
Aldao and colleagues (2010) conducted a meta-analytical review evaluating the relationship 
between six widely studied emotion regulation strategies and four psychopathology groups.  
The emotion regulation strategies involved were acceptance, avoidance, problem-solving, 
reappraisal, rumination and suppression. Of these, rumination, avoidance and suppression were 
classified as maladaptive strategies. The four clinical presentations were anxiety, depression, 
eating disorders, and substance-related disorders.  They combined (n=214) effect size from 114 
studies which assessed the relationship between dispositional emotion regulation and 
psychopathology. The results found that certain emotion regulation strategies were more 
strongly related to overall psychopathology.  The effect size for rumination was large, the effect 
size for avoidance, problem-solving and suppression was medium to large, while the effect size 
for reappraisal and acceptance were small to medium, and thus indicative of non-significance. 
The overall findings suggested that mood-related disorders are more closely related to 
problems in emotion regulation, such as rumination, avoidance and reappraisal, than 





Research conducted by Berking, Wupperman, Reinhart, Perjic, Dippel and Znoj (2008) to 
clarify the importance of general emotion regulation skills as a treatment target looked 
specifically at which emotion regulation skills are associated with sound mental health.  It also 
explored whether the effects of a CBT-based treatment can be improved by incorporating a 
non-disorder-specific intervention that specifically targets general emotional regulation skills.  
Nine emotion regulation skills were assessed in a sample of 289 in-patients both before and 
after CBT treatment.  Participants were assigned either to CBT treatment as usual (TAU) or 
CBT with the training of emotional competencies (TEC).  Emotion regulation skills were 
assessed using the Emotion Regulations Skills Questionnaire self-report measure.  Findings 
indicated that participants in the modified CBT with the training of emotional competencies 
demonstrated greater gains in self-reports of successful skills application and a greater 
reduction in depression and negative effect, and a greater increase in positive affect.  Berking 
and colleagues argue that the findings provide preliminary support for incorporating an 
intensive emotion regulation training, to enhance the effectiveness of CBT-based treatment in 
inpatient facilities. Finally, results indicated that improvements in the ability to modify, accept, 
and tolerate negative emotions, are the strongest and most consistent predictors of treatment 
gains (Berking et al, 2008). 
The literature highlights the connection of ER and psychopathology and provides additional 
support for the implementation of ER strategies in an in-patient facility.  While the above 
findings confirm the significance of ER as both a predictor and treatment approach for mental 
health, limitations of the research include the overreliance on self-report measures and non-
randomisation of patients to treatment programmes.  Overall, this impedes generalisation of 
the findings but offers support for the link between ER and mental health and well-being.  
Research has demonstrated the importance of ER in parenting, foundations of ER through 
attachment, and the important platform of IMH for addressing ER difficulties within the family 
unit. The following section will consider the prevalence of parenting programmes and look at 









2.5 Literature Review of Parenting Programmes  
2.5.1 Best Practice 
The National Institute for Health and Clinical Excellence (NICE, 2009) guidelines on parent 
training and education programmes recommend group-based parent-training/education 
programmes in managing young children and adolescents with conduct disorder, up to the age 
of 17 years. The guidelines promote programmes which have shown proven effectiveness 
based on randomised controlled trial evidence or alternative robust outcome evaluation 
undertaken independently of the programme providers. In addition, the guidelines have 
attempted to identify the elements necessary for a successful programme.  These are 
programmes which: 
1. include relationship enhancing strategies 
2. offer an optimum number of 8 – 12 sessions  
3. are structured based upon a Social Learning Theory curriculum 
4. enable parents to identify their own parenting objectives 
5. promote generalisation to home using in-session practice using role-play and homework 
between sessions 
6. are delivered by trained skilled facilitators who can engage in a productive therapeutic 
alliance with the parents.  These facilitators should be supported with appropriate 
supervision and continuing professional development 
7. support the participation of parents who might have difficulty accessing the programme 
8. maintain fidelity to the programme manual 
2.5.2 Growth of Parent Training Programmes (PTP) Approach  
PTP approaches are outlined in the literature as one of the most strongly supported preventative 
and treatment approaches for children with social, emotional, and behavioural difficulties. 
Based on evidence to date, it is recommended that PTP’s is the first line of approach for young 
children with disruptive behaviours and reserve direct child training approaches for older 
children who arguably have a greater capacity to benefit cognitive-behavioural approaches 
(Eyberg, Nelson & Boggs, S, 2008).  The primary objective of parent education is to reinforce 
the self-confidence levels of parents and guide them in a way that will improve their parental 
skills for the physical, mental, social, and emotional development of their children (Sanders, 





perceived self-efficacy in a behavioural domain will be developed by skill mastery, shared 
experience, and learning through modelling (Malik, 2015).  Parenting groups therefore offer 
an opportunity for parents who face similar challenges to learn from each other’s experiences 
and facilitate the learning of others through the sharing of their own. 
The expansion of PTP’s in several countries over the past decade, including the UK and Ireland, 
has resulted in a plethora of research journals concerned with evaluating the effectiveness of 
these programmes. This research has facilitated the production of several systematic reviews 
which summarise the best available research evidence on the impact of these programmes on 
a range of parental and child outcomes (Bunting, 2004).  The findings from these reviews 
indicate that PTP’s can have a positive impact on a range of outcomes, including improved 
child behaviour (Hartman, Stage, & Webster-Stratton, 2003; McKenzie & Bacon, 2002; Reid, 
Webster-Stratton, & Beauchaine, 2002; Wolfe and Haddy, 2001), increased maternal self-
esteem and relationship adjustment (Reid, Webster-Stratton, & Baydar, 2004), and improved 
mother-child interaction and decreased maternal depression and stress (Barlow & Stewart-
Brown, 2001; Kerr, 2001).  Moreover, studies have found that parent training resulted in a 
decrease in negative parenting behaviours (Reid, Webster-Stratton, & Baydar, 2004). While 
preliminary evidence indicates positive results are maintained over time, greater evaluation of 
the long-term impact of these programmes is warranted.  
A Cochran systematic review by Furlong, McGilloway, Bywater, Hutchings, Smith & 
Donnelly (2012) evaluated the effectiveness and cost-effectiveness of behavioural group-based 
PTP’s for improving child conduct problems, parental mental health, and parenting skills. This 
review acknowledged that methodological limitations are commonplace and evidence of 
effectiveness and cost-effectiveness of PTP’s have been unclear. Furlong et al (2012) 
concluded that while long-term assessment is needed, these interventions are effective in the 
short-term, as the cost of delivery is modest. Currently, there is insufficient information to 
assess the effectiveness of the interventions with respect to child emotional problems and 
educational and cognitive abilities. The literature, therefore, indicates the necessity of 
longitudinal research to ascertain the long-term benefits of PTP’s. 
Another factor highlighted in the growth of parenting programmes is parental readiness to 
engage in group interventions.  Research found that parental motivation to change can be a 
predictor for programme success. Chaffin and colleagues (2009) study on parenting 





readiness to examine parenting behaviours, attitudes towards the programme, self-efficacy 
perceptions, and problem recognition.  Ellis and colleagues (2011) assert that the impact of 
low-motivation may also affect treatment fidelity in multiple ways, including failure to 
complete homework, missing sessions, and resistance to implementing recommendations, 
which may result in reduced ability for therapists to use course material as they were intended 
to be delivered.  Poor motivation to change can also affect attrition rate of group based 
programmes (Chaffin et al, 2009). Limitations for both studies include relatively sample size 
and findings are based on two agency providers in low-socioeconomic areas.  However, this 
research raises considerations when assessing parent’s readiness for participation in group-
based parenting programmes. 
2.6 Theoretical Approaches 
Most PTP fall into one of two theoretical categories: cognitive-behavioural programmes and 
relationship-based programmes. Cognitive-behavioural programmes are based on social 
learning theory (Patterson, 1982). According to social learning theory, the parent and child 
each behave in ways that inadvertently reinforce the other’s maladaptive behaviour.  These 
reinforcement traps lead to escalations in child behavioural problems and in parental reliance 
on harsh and ineffective discipline strategies. The core objective of cognitive-behaviour PTP’s 
is to alter a parent’s inadvertent reinforcement of the child’s disruptive behaviour and parent’s 
punitive management strategies (Gross and Grady, 2002).  Relationship-based PTP’s is 
influenced by Adlerian, psychodynamic, humanistic, and family systems theories (Barlow & 
Stewart-Brown, 2000). The primary focus of these programmes is on understanding the 
thoughts and feelings underlying the child’s behaviour and tailoring parental responses 
accordingly.  Additionally, they build on parents’ communication skills, guiding parents to 
communicate with their children in a more accepting and unrestricted manner (Gross and 
Grady, 2002).   
While both cognitive-behavioural and relationship-based programmes are guided by different 
theories, they nonetheless share similar goals, such as assisting parents to be more observant 
of their children’s’ behaviours and their antecedents, to develop a new repertoire of positive 
strategies for responding to their children’s behaviour, to develop more enjoyable relationships 
with their children, and to use stress management and problem-solving skills (Gross & Grady, 





clinical practice (Thomas, Camiletti, Cava, Fieldman, Underwood, & Wade, 1999; Bunting, 
2004). 
2.6.1 Literature Review of Theoretical Approaches 
Lundahl, Reisser and Lovejoy (2006) compared behavioural and non-behavioural programmes 
and evaluated follow-up effects.  Their study consisted of a meta-analysis of 63 peer-reviewed 
journals evaluating the ability to modify disruptive behaviours, parent behaviour, and 
perceptions. Non-behavioural programmes emphasised the importance of healthy parent-child 
communication, such as empathic listening, child-centred cognitions, and problem-solving in 
the relationship.  Results indicated that PTP’s designed to modify disruptive child behaviour 
formed a robust intervention, producing effect size in the moderate range immediately after the 
treatment, while at 1-year follow-up the effect size was considerably lower.  Unfortunately, the 
durability of non-behavioural parenting programmes was compromised, as only 4 studies 
assessed follow-up efficacy.  However, efficacy at initial evaluation was positive, with the 
effect size in the moderate range (Lundahl et al, 2006).  Further research on evaluating the 
efficacy of non-behavioural programmes illustrate the benefits of incorporating modules which 
specifically address parent-child communication and parental well-being incorporated into 
training programmes to address emotional health of both parties.  Many models of child 
behaviour problems have been devised and considerable empirical research has supported the 
relationship between parenting and problematic child behaviour. Having established this link, 
parenting training programmes should attempt to motivate change in parents’ behaviour, 
communication and understanding to achieve changes in child behaviour.   
The Centres for Disease Control and Prevention (CDCP, 2008) conducted research on parent 
training programmes delivery throughout America. The main focus of the study was to carry 
out analysis to guide the practitioner in making evidence-based programme decisions.  A meta-
analysis of the current research literature on training programmes for parents with children ages 
0 to 7 years old was conducted. The CDCP claimed that despite variations in how programmes 
are comprised and delivered, the components associated with more effective or less effective 
parent training have rarely been examined (Wyatt Kaminski, Valle, Filene & Boyle, 2008). 
Researchers therefore investigated strategies that were currently being used in many types of 
programmes, and rather than assessing specific programmes in their entirety they instead 
focused on programme components, such as content and delivery methods. A sum of 77 peer-





study. The meta-analysis found that three components (two content and one programme 
delivery) were related to better parent outcomes. Components more likely be found in 
successful programmes were teaching parents emotional communication skills, instructing 
parents in positive parent-child interaction, and parents practising these skills with their 
children during programme sessions (Wyatt Kaminski et al, 2008).  
As with all meta-analysis, the limitation of this study is that the data is correlational, and 
therefore does not indicate causation. In addition, some evaluation studies were found to be 
missing key information including demographics, programme details, and the profession of 
facilitators.  While such deficits ought to be considered when interpreting the results, the study 
nonetheless underscores the centrality of emotional communication skills and relationship 
skills components to all effective PTP’s.   
2.7 Evidence-Based PTP 
Establishing an empirical evidence base for PTP’s is essential to provide sufficient validation 
for the programmes to secure the confidence and acceptance of professionals and the public 
alike in their implementation.  The gold standard for programme evaluation is randomised 
controlled trails (RCT). Other important areas to consider is the degree of independent research 
conducted to evaluate programmes, in addition to the level of appropriate training and support 
available for facilitators.  Failure to adhere to appropriate training for facilitators can have an 
impact on course delivery (Webster-Stratton & Reid, 2010) and can potentially result in 
occupational stress to programme facilitators. Two programmes that stand out for the quality 
and breadth of the research underpinning them are the Incredible Years Parenting Programme 
(Webster-Stratton & Hannock, 1998; Wester-Stratton, 2005) developed in the US, and the 
Triple P-Positive Parenting Programme developed in Australia (Sanders, 1999).  In the Irish 
context, the Parents Plus Programmes are evidence-based approaches developed by a multi-
disciplinary team of Irish professionals and parents. The aforementioned programmes are the 
evidence-based PTP currently available in Ireland (Bunting, 2004; Carr, A., Hartnett, D., 
Brosnan, E., & Sharry, 2016; Furlong & Mcgilloway, 2014).  All three PTPs will be discussed 








2.8 Incredible Years Parenting Programme 
The Incredible Years (IY) programme is a prime example of an evidence-based preventative 
and intervention programme for children with conduct problems and for improving parental 
confidence.  The programme was developed by clinical psychologist, Dr Caroline Webster-
Stratton to reduce behaviour problems and promote social and emotional competencies in 
children from 0-13 years.  It was originally designed as a psychological treatment for children 
with the early-onset oppositional defiant disorder (ODD) and conduct disorder (CD). However, 
it is also used for children with a wide range of co-morbid diagnoses, including attachment 
problems, difficulties related to parental divorce, internalising problems including fears and 
depression, attention deficit hyperactivity disorder (ADHD), academic and language delay, and 
mild Autistic Spectrum Disorder (ASD) as has been outlined (Webster-Stratton, 2005; 
Webster-Stratton & Reid, 2008). The programme has conducted 50 RCT, 10 of which were 
conducted by programme developers, whilst 40 replications were conducted by independent 
researchers who confirmed the results effects of the programme (Scott & Gardner, 2015). A 
comprehensive schedule for group leaders and facilitation skills is provided by IY.  The 
certification process promotes fidelity and provides ongoing supports to the delivery of the 
programme (Webster-Stratton, 2017).  The IY programme features three comprehensive, 
multi-faceted, and developmentally-based curricula for parents, teachers and children. The IY 
parent programmes (IYPTP) are as follows: 
• BASIC parent programme  
• Advanced parent programme 
• School parent programme  
• Infant-parent programme  
• Toddler and parent programme   
The child training programmes include (IYCTP): 
• Dina Dinosaur programme (small group therapy) 
• Dina Dinosaur in the classroom programme  
Finally, the teacher training programmes (IYTTP) consists of the teacher classroom 





The theoretical predicate of the IY programme includes social learning and self-efficacy 
theories, behaviour theory, attachment theory, and developmental theory.  In line with their 
framework, IY interventions are delivered in group settings using video-based modelling as 
the primary mode of intervention.  IY also uses the additional performance training methods 
of role play, practice activities and live feedback from the therapist, as well as group 
discussions, modelling, and encouragement (Webster-Stratton & Reid, 2010). 
2.8.1 Empirical Evidence of IY 
The IY programme has garnered a strong evidence base, with numerous randomised controlled 
trials (RCT) demonstrating its efficacy as a treatment programme for children with social, 
emotional, and behavioural difficulties, along with research confirming its effectiveness in real 
world settings (Wester-Stratton & Hammond, 1997; Webster-Stratton, et al, 2004; Webster-
Stratton, Reid, & Beauchaine, 2011).   
Many research studies validate the effectiveness of the IYPTP, IYTTP and IYCTP at reducing 
behaviour problems in children (3-8 years) with conduct problems and in producing stable and 
sustained treatment effects across home and school settings (Drugli & Larsson, 2006; Larsson, 
Fossun, Clifford, Drugli, Handegard, & Morch, 2009; Webster-Stratton& Hammond, 1997; 
Webster-Stratton, Reid, & Hammond, 2001; Webster-Stratton & Reid, 2004).  Jones, Daley, 
Hutchings, Bywater and Eames (2007) sought to investigate the potential for IY for preschool 
children at risk of conduct disorders and ADHD.  ADHD is not typically diagnosed until the 
child is older and when co-morbidity may be a problem (Cotter, 2013).  The findings 
demonstrated that children had significantly lower levels of inattention and 
hyperactivity/impulsive difficulties post-intervention, and at the one year follow-up, it emerged 
that post-intervention effects were being maintained (Jones et al, 2007).  However, this was 
generated via parent’s self-report measures. IY interventions have been found to reduce 
parents’ use of harsh and inconsistent disciplinary strategies, as well as increasing use of 
positive strategies and reduced parental stress (Larsson et al, 2009). Furthermore, parents and 
children assigned to IYPTP, IYCTP+IYPTP conditions have also been found to demonstrate 
significantly more positive interactions post-intervention, relative to IYCPT-only and waitlist 
control groups (Webster-Stratton & Hammond, 1997). This affirms the value of a collaborative 
approach to addressing behavioural and emotional difficulties experienced by children, via 





Further research conducted by Posthumus and colleagues (2012) evaluated the preventative 
effects of behaviour parent training which positions the parent as the primary agent for change. 
This has proven to be an effective method of reducing conduct problems particularly in young 
children.  This type of training forms part of the IY programme, and a two-year follow-up of 
this intervention with parents of four-year-old children at risk of developing a chronic pattern 
of conduct problems in the Netherlands was evaluated. Self-rated and observed parenting skills 
improvements, as well as observed child conduct improvements, were sustained over time 
(Posthumus, Raaijmakers, Maassen, Engeland, & Matthys, 2012).  The researchers underlined 
the importance of follow-up evaluations due to the “sleeper effects, which suggests parents 
who receive help could be more inclined to report the child’s misbehaviour at assessments after 
termination of the intervention” (Posthumus et al, 2012). 
In Ireland, McGilloway, Ni Mhaille, Bywater, Furlong, Leckey, Kelly, Comiskey, & Donnelly 
(2012) undertook an RCT of an IY programme in a community-based disadvantaged area in 
order to test its effectiveness.  It is estimated that 15% of Irish children experience considerable 
socio-emotional and/or behavioural adjustment difficulties.  This evaluation mirrored previous 
findings showing parenting skills and child adjustment improvement and included six-month 
follow-up, consisting of independent observation and parent reporting.  At follow-up, children 
who had scored above a clinical cut-off point (Eyberg Child Behaviour Inventory) at baseline 
were, on average, below this cut-off.  McGilloway et al (2012) noted that this RCT was one of 
the first within a European context which focused on a high-risk sample of participants from 
within a real world urban setting, and where a significant improvement was demonstrated in 
child and parent outcomes following a parenting intervention delivered by community staff. 
This research mirrored RCT of IY in the UK, with a six-month follow-up, which also 
demonstrated positive outcomes for parents of children with conduct problems, as well as for 
the child (Gardner, Burton, & Klimes, 2006).   
A cost-effectiveness analysis undertaken as part of the IY evaluation (McGilloway et al, 2012) 
considered the costs of the behavioural problem over the long-term based on the three outcomes 
of education, crime, and unemployment.  This research formed part of the randomised 
evaluation of the IY and concluded a favourable cost-benefit ratio (O’Neill, McGilloway, 
Donnelly, Bywater, & Kelly, 2013). 
Notwithstanding the methodological robustness of the research studies, several limitations 





reported that all treatment effects post-intervention was maintained at one-year follow-up.  
However, 40% of children in treatment conditions still exhibited various conduct problems in 
the clinical range.  Additionally, O’Mara (2007) pointed out that the in Gardner et al (2006) 
RCT, the mental health of parents did not improve, even though parenting behaviours and 
attitudes improved following the intervention.    
2.9 The Triple P- Positive Parenting Programme 
The Triple P Positive Parenting Programme (TP) was developed by Mathew Sanders and 
colleagues at the University of Queensland.  Sanders describes the programme as a public 
health approach to parenting.  It was designed as a comprehensive population-level study of 
parenting and family support (Sanders & Morawska, 2006) which aims to enhance parental 
competence, prevent dysfunctional parenting practices, and promote better teamwork between 
partners, thereby reducing an important set of family risk factors associated with behavioural 
and emotional problems in children (Cotter, 2013). Over fifty RCT’s were conducted by 
programme developers, of which three were undertaken by independent researchers. However, 
not all effects were replicated (Scott & Gardner, 2015).  Also, facilitators are required to 
complete a competency-based accreditation process to ensure proficiency and fidelity to 
programme delivery (Sanders, 2017).  The TP programme is a multilevel system with five 
levels of intervention of increasing intensity and narrowing population reach:  
• Universal Triple P (level 1) is a media and communication strategy designed to target 
the parent population 
• Selected Triple P (level 2) is a brief one or two session intervention 
• Primary Care Triple P (level 3) is a more intensive but brief four session primary care 
intervention 
• Standard Triple P (level 4) is more intensive eight to ten session active skills training 
programme 
• Enhanced Triple P (level 5) is the most intensive parenting intervention which targets 
parenting, partner skills, emotion coping skills, and attribution retraining, for the 
highest-risk families 
The TP programme draws on a variety of theoretical approaches such as social learning theory, 





information processing model which emphasises the importance of parental cognitions and the 
broader ecological connect of human development (Sanders, Markie-Dadds, & Turner 2003). 
2.9.1 Empirical Evidence of TP 
TP has also garnered a strong evidence base with numerous large-scale longitudinal evaluations 
and RCT conducted in Australia and Germany to assess the maintenance of treatment gains 
(Hahlweg, Heinrichs, Kuschel, Bertram & Naumann, 2010; Sanders, Bor, and Morawska, 
2007).  De Graff and colleagues, 2007) also conducted a meta-analysis of the TP programme 
effectiveness for parenting. Each of these will be presented here briefly. 
McTaggart and Saunders (2003) conducted an evaluation of the effectiveness of TP (level 4) 
in reducing child behaviour problems in the classroom. Compared to control schools (n=495, 
children) the level of teacher-reported conduct problems was significantly reduced in the 
intervention schools (n=490).  These results were sustained at six-month follow-up (McTaggart 
et al 2003). 
Additionally, Sanders, and colleagues (2007) compared enhanced, standard, and self-directed 
TP programme for maintenance of treatment gains over three years. After one year, there were 
similar improvements across the three formats in relation to observed and self-reported 
measure for pre-schoolers’ disruptive behaviour. At the three-year mark (139 families) each 
format demonstrated the same level of maintenance. Sanders therefore concluded that all three 
variants of TP programme were associated with positive long-term outcomes for the high risk 
three-year-olds in the sample, adding to the important cost-effectiveness implications for the 
TP programme (Sanders et al, 2007). 
In Germany, Hahlweg and colleagues (2010) conducted an RCT evaluation examining the two-
year efficacy of the TP programme delivered in groups based on children experiencing 
internalising or externalising disorders which cannot be addressed via treatment only.  Efficacy 
was analysed using parental questionnaires, observation of mother-child interactions, and 
teacher evaluations among 280 families randomly assigned to either intervention or control 
group.  At a two-year follow-up, the intervention group showed a significant reduction in 
dysfunctional parenting behaviour and mothers reported a reduction in both internalising and 
externalising child behaviour.  
Sanders et al (2008) conducted a large-scale evaluation of TP in Australia.  This was part of a 





ascertain the real-world effects of a public health approach to mental health promotion and 
prevention as delivered through regular services.  Parents of children aged between four and 
seven in 10 catchment areas of Brisbane received TP and 10 demographically-match catchment 
areas of Sydney and Melbourne were used as control group, receiving usual treatment as 
comparison. All five levels of TP were used and assessed via telephone interviews with a 
random sample of 3000 homes in each community at pre-and post-intervention.  Sanders 
reported significant reductions in several children with clinically elevated and borderline 
behavioural and emotional problems at the two-year follow-up.   
The literature indicates that TP produces positive gains for parents and children on numerous 
measures, with results being maintained at two-year follow-up.  Despite the methodological 
robustness which was maintained by incorporating RCT and longitudinal designs, concerns 
were raised by Wilson and colleagues (2012) regarding bias in research. They conducted a 
systematic review and meta-analysis of TP programme effectiveness research and found 
findings highlighted that no less than 32 of the said research studies had been conducted by TP 
affiliated personnel (Wilson, Rush, Hussey, Puckering, Sim, Allely, Doku , McConnachie & 
Gillberg, 2012).  While these findings may be indicative of possible reporting bias, the quality 
and breadth of the research on TP programmes cannot be denied.  
2.10 The Parents Plus Programme 
The Parent Plus Programme (PP) was specifically developed for use in an Irish context and is 
a culturally-sensitive, group-based behavioural training programme. The programme was 
developed by Dr John Sharry, and Professor Carol Fitzpatrick who delivered the programme 
in a Child and Mental Health Services (CAMHS) facility in Dublin. It is also an evidence-
based parenting programme, designed to support and empower parents to manage and solve 
discipline problems, to create satisfying and enjoyable family relationships, and to help 
children and young people grow up and develop their full potential (Sharry, 2017).  Current 
research reports that 17 evaluation studies have been conducted by programme developer, 6 of 
which are RCT (Carr, Hartnett, Brosnan & Sharry, 2015).  However, there appears to be little 
evidence of independent replications of these studies. In terms of facilitator training, PP has its 
own PP quality protocol and facilitator accreditation process.  Additional group and individual 
supervision are also provided.  Furthermore, post accreditation, facilitators are urged to follow 





programme was developed in 1998 and since then five separate flagship programmes have been 
developed to target different age groups as follows: 
• The Early Years Programme (PP EY) for parents of children aged 1-6 
• The Children’s Programme for parents (PP CP) of children age 6-11 
• The Adolescents’ Programme for parents of adolescents (PP AP) aged 11-16 
• The Working Things Out Programme (WTO) targeted at adolescents aged 11-16 
• Parenting when Separated Programme (PWS) targeted at parents in the process of 
separating or who have separated 
The overall curriculum of the programme closely parallels the IY programmes as earlier 
outlined (Webster-Stratton, 2003). The theoretical underpinning of the programme is 
predicated on social learning theory, cognitive behaviour therapy, solution-focused systematic 
therapy, self-efficacy theories, behaviour theory, and developmental psychology. 
2.10.1 Empirical evidence of PP  
Carr and colleagues (2016) conducted a review of the evidence base of PP programme.  They 
found that numerous evaluation studies involving over 1000 families confirm that PP 
programmes have a significant impact on child behaviour problems, goal attainment, and 
parental satisfaction and stress. The effect size from a meta-analysis of 10 controlled studies 
for child behaviour problems compares favourably with those of meta-analyses of other well 
established PTP, such as IY and TP (Carr, Hartnett, Brosnan and Sharry, 2016).  All the 
research has been conducted in Ireland by programme developers and their colleagues in Irish 
healthcare settings, and families of children ranging in age from 2-17 years participated in these 
studies. The main presenting problems of the children were behaviour problems including 
oppositional defiant disorder (ODD), conduct disorder (CD), attention deficit hyperactivity 
disorder (ADHA), and emotional disorders (ED) including anxiety and depressive disorders; 
autistic spectrum disorder (ASD) and developmental disorder (DD). The following section will 
present these studies and discuss their methodological robustness. 
Three studies of the original PP programme were conducted by Behan, Fitzpatrick, Sharry, 
Carr, & Waldron, 2001; Quinn 2005; Quinn, Carr, and Carroll, & Sullivan, 2006, 2007.  The 
participants in the three studies had been formerly diagnosed with disruptive behaviour 
disorder (DBD) or intellectual disability (ID). Behan et al (2001) found that the control group 





checklist; strengths and difficulty questionnaire) with gains maintained at follow-up, compared 
with treatment as usual (TAU).  Quinn et al (2006) found that compared with the TAU control 
group, following treatment the PP EY programme showed significantly greater improvements 
on a self-report measure, with gains similarly maintained at follow-up.      
Research conducted on the PP EY programme (Gerber, Sharry, Streek & McKenna, 2016; 
Sharry, Guerin, Griffin & Drumm, 2005; Hayes, Siraj-Blatchford, Keegan & Goulding, 2013) 
reported positive findings in relation to child behaviour and parent-child interaction.  In a large 
RCT, Hayes and colleagues (2013) found that parents who attended PP EY programme 
reported significant attainment of goals and small effect size for parental stress compared to 
TAU control group (Hayes et al, 2013). 
Qualitative research carried out on the PP-CP by Coughlin and colleagues (2017) identified 
group support as the main benefit for parents, and that the most useful skills covered were 
advice on how to ‘tune-in’ to their children, play with them, and step back from conflict 
situations (Coughlin, Doyle, Sharry, Guerin & Beattie, 2017). An RCT for families of children 
with DD attending a special needs school found that the PP-CP group showed significantly 
greater improvement on a range of measures for parental stress and satisfaction compared with 
wait-list control group (Hand, Ni Raghallaigh, Cuppage, Coyle, & Sharry, 2013).  A further 
RTC conducted in a community setting of families of non-referred children attending regular 
primary school, found that following treatment the PP-CP group demonstrated significantly 
greater improvement on a range of measures compared to the WLC group, and that these 
improvements in parental stress and satisfaction were maintained at the 6-month follow-up 
(Hand, McDonnell, Honai & Sharry, 2013). 
Research on the PP AP includes a non-RCT of families of adolescents with DBD, ED and DD 
attending Child and Adolescent Mental Health Services at two Dublin university hospitals 
(Beattie, O Donoghue, Guerin, & Fitzpatrick, 2011).  They also found that the PP AP showed 
significantly greater improvements on strengths and difficulties questionnaire (SDQ) and peer 
problems scales when compared to the TAU control group.  
In an RCT of PP with AP offered as a preventative intervention to families of normal teenagers 
attending secondary school in a rural community, findings indicated greater improvement on 
SDQ scales, decreased parental stress, and increased parent satisfaction. Improvements were 





The PP programmes have established a large evidence base over a fourteen-year period and 
adherence to the strong methodological base has been demonstrated through multiple RCT and 
follow-up studies. Improvements in child behaviour, parental stress, and parental satisfaction, 
have been repeatedly affirmed. However, as with the TP programmes, the clear majority of 
research on PP programmes has been conducted by programme developers and there is an over-
reliance on self-report measures.  This has the potential to result in report bias as mention 
previously.  
The evidence-based PTP’s discussed include modules which address emotional regulation and 
relationships skills.  However, these are secondary to top-tier approach of behaviour 
management which is the primary objective of PTP’s. Research on IY, TP and PP programmes 
assessing specific programmes incorporating modules with ER will now be presented.  
2.11 ER and PTP’s 
Maliken and Katz (2013) argued that addressing parental ER could be an avenue to help more 
parents to benefit from PTP, particularly those with psychopathology. The various 
characteristics of treatment failure have been well documented, including the high rates of 
premature attrition, lack of engagement and participation of parents, and failure to maintain 
treatment gains post-intervention (Assemany and McInosh, 2002; Eamon & Venkataraman, 
2003). The enhanced programmes currently available for IY, TP, and PP recommend the 
augmentation of more targeted interventions, as it has demonstrated that the standard level of 
care available is insufficient for some families (Maliken et al, 2013).   
For the IY, both the BASIC and ADVANCE programmes have elements serve to address issues 
that may arise from parents with psychopathology.  BASIC includes intervention around anger 
management, and is intended to reduce harsh parenting.  Research suggests that parents who 
received the BASIC programme demonstrated increases in positive parenting behaviours, with 
greater parental self-efficacy at 18-month follow-up (Gardner, Burton, & Klimes, 2006). 
Conversely, studies of BASIC IY have not found a significant decrease in maternal depressive 
symptoms, even with the clinically significant change in child behaviour problems. Lingering 
difficulties with ER leave families at risk of ineffective parenting and a reappearance of child 
behaviour problems (Gardner et al, 2006). The ADVANCE programme was designed to 
address issues such as maternal depression, marital discord, lack of social support, and poor 





ADVANCE programme, the presence of parental depression has been shown to have an impact 
on the level to which IY can produce clinically significant change for children and families.  
Enhanced TP addresses those needs related to parental ER and psychopathology (Sanders et al 
2000). It consists of modules of cognitive coping skills and positive partner support. A study 
undertaken to examine the effectiveness of the Enhanced programme demonstrated significant 
decreases in negative behaviour in children. Parents in this programme also reported less use 
of dysfunctional discipline techniques and greater parenting self-efficacy than parents in the 
standard programme or waitlist control group (Sander et al, 2000).  That being said, parents 
with the highest ratings of negative affect at baseline were less likely to complete assessments 
immediately post-treatment and at the one-year follow-up, rendering the outcome of the 
Enhanced programme somewhat ambiguous (Malikin &Katz, 2013).  
The PP programme has developed two programmes to address ER related issues including the 
Working Things Out (WTO) programme for adolescents, and the Parenting When Separated 
Programme (PWS). The PWS programme addresses the emotional impact of separation, stress 
management techniques, and communication skills for the invested parties.  These enhanced 
programmes are directed towards specific cohorts and therefore not incorporated into the basic 
programmes. Research was conducted to evaluate the combined effectiveness of PP-AP and 
WTO for families of adolescents with DBD and ED.  Following treatment, the findings 
indicated a significant improvement in a range of parent-and adolescent-completed measures 
of adjustment (Wynne, Brosnan, Doyle, Kenny, & Sharry, 2016). A preliminary finding from 
the WTO demonstrates positive impact on adolescent’s emotional and behavioural difficulties 
and parental stress (Rickard, Brosnan, O’Laoide, Wynne, Keane, McCormack & Sharry, 2016).  
The research also confirmed that following treatment the PWS group demonstrated a 
significantly greater improvement on a range of child and adolescent adjustment variables, 
notably inter-parental conflict, when compared to the WLC group (Keating, Sharry, Murphy, 
Rooney, & Carr, 2016). 
It is clear that it may be necessary for parents to learn to first regulate their own emotional 
reactions to be able to learn and implement novel skills effectively with their children (Gavita 
et al. 2012). Connolly and colleagues (2017) underscore affirm that parental emotional well-
being is crucial to improving outcomes for families by placing their emphasis on ‘coping skills’ 
for parent support services to best facilitate positive outcomes for children and families 





parenting programme being evaluated in this study in which ER and relationship skills training 
for parents is targeted.  
2.12 Current study  
The evidence-based behavioural parenting programmes reviewed have demonstrated the many 
positive effects on parenting skills are brought about by the programmes available nationally 
in Ireland, both in clinical and community settings.  In Ireland, relationship-based parent 
training programmes have yet to be established, and the evidence base is consequently difficult 
to find.  It is important to point out that behavioural change can be assessed more easily than 
changes in relationship functioning, as this entail a lengthier process.  Hence the plethora of 
research on social learning theory programmes focused on behavioural modification.   
The current study focuses on evaluating a newly developed relationship-based parenting 
programme called emotion regulation parenting programme (ER PP), delivered in a Child and 
Family Service in the West of Ireland.  An internal service audit of this service identified 
emotion regulation difficulties as a primary referral reason on the waiting list. The programme 
was devised by psychologists who drew upon their knowledge and expertise in attachment and 
infant mental health to meet the needs of children being referred for emotional regulatory 
issues. The service delivery model at the centre evolved from a predominantly individual-based 
intervention focused model to including group-based interventions to best meet the needs of 
the target client population. 
The ER PP includes the components highlighted by CDPC (2008) which constitute effective 
evidence-based PTP’s, including teaching parent’s emotional communication and positive 
parent-child interaction. The programme aims to educate and support parents to build healthy, 
nurturing relationships with their children. In addition to providing parents with the opportunity 
for discussion and self-exploration in a supportive environment, the programme modules were 
devised to provide parents with knowledge on how to better regulate emotions and to recognise 
their child’s emotional needs.  It further incorporated strategies to support children in meeting 
these needs. The theoretical foundation of the programme is predicated on attachment theory 
and IMH principles. The intervention is an eight-week programme, consisting of two hour 
weekly sessions and features modules with the following themes: 
• Emotional Development 





• Understanding Behaviour 
• Self-Regulation 
• Self-Care 
• Observing behaviour 
• Building parent-child relationship 
In this study, the programme was delivered by a clinical psychologist with administrative 
support from an assistant psychologist, to parents of children aged approximately 4-6 years 
old. The aim of the current study was to conduct a 360-evaluation of the ER-PTP and employed 
psychologists who had previously delivered the programme. The study adopted a mixed-
method multiphase design, including; (i) parental pre-and-post measures of children’s 
behaviours and emotions, self-efficacy and cognitive coping strategies over a six-month period, 
and (ii) parent and clinician interviews post-intervention.  Both the service users (parents) and 
the service providers (clinicians who devised the programme) were fully involved in the 
research process. The rationale for their inclusion was to combine insights from different 
approaches and different sources to elicit an in-depth understanding of the service user’s 
experiences (Hickey, 2014). This enabled a reflexive approach to be adopted, which allowed 
the programme to be responsive to suggestions, change and refining as the programme 
developed (Valclay, 2012).  
In summary, the key research questions therefore are: 
1. To understand both the impact of the ER intervention on participants and to 
explore what this intervention means to them. 












Chapter 3 Methodology 
 
3.1 Introduction 
This chapter will outline the methodological approach employed in the research study and 
provide a rationale for the chosen methodology. This will be followed by a detailed description 
of the relationship-based parenting programme being studied, in terms of research design, 
sample recruitment, procedure, data collection process, and data analysis. Ethical 
considerations pertaining to such matters as reliability, reflexivity, data management and 
storage, and issues relating to ensuring quality in the study will also be presented. 
3.2 Research Paradigm 
A research paradigm is a set of fundamental assumptions and beliefs as to how the world is 
perceived, which serves as a thinking framework to guide the behaviours of the researcher 
(Jonker & Pennink, 2010; Wahyuni, 2012).  The four major paradigms widely acknowledged 
by researchers are postpositivism, constructivism, transformative, and pragmatism (Creswell, 
2014).  Pragmatism, which derives from the work of Peirce, James, Mead and Dewey 
(Cheeryholmes, 1992), serves as a philosophical foundation for mixed methods research. As 
such, it rejects the qualitative and qualitative incompatibility thesis and rather justifies 
combining both methods within one study to elicit the optimum answers to the proposed 
research questions (Ivankova, 2015).  Pragmatism endorses the use of a pluralistic and eclectic 
approach to research methodologies and advocates that when attempting to answer research 
questions “using what works” should be the guiding principle in research design selection 
(Johnson & Onwuebuzie, 2004). The present study adopts this point of view and thus considers 
mix methods as the best option to address the research questions therein. 
3.3 Rationale for Mixed Method Methodology 
The current study employed a mixed methodology design which involved the collection, 
analysis and integration of qualitative and quantitative data (Creswell, 2014).  Quantitative 
approaches are beneficial in providing precise, scientific data, which facilitate the general 
application of results to wider populations, and accurate comparisons with other studies. 
However, limitations of this approach include close-ended data, such as is found on the 
questionnaire or psychological instruments, and a frequent disregard of the specific context or 





gathering techniques, such as interviews and focus groups; which full account of the context 
within which the process takes place.  Qualitative approaches are not without their own 
limitations, which include the difficulties in generalising results and increased risk of bias 
relating to the researcher’s subjective interpretations (Creswell & Plano-Clark, 2008).   
Mixed methods enable researchers to investigate in-depth participant perceptions.  Qualitative 
methods can contribute to the explanation of participant behaviours, such as dropping out of a 
study, or which part of the intervention is seen to have the most valued impact (Kaplan & 
Maxwell, 2005).  Mixed methods encourage the use of multiple sources of information to 
provide a more comprehensive understanding of the processes underlying the development of 
intervention programmes (Guevel, Prommier, & Jourdan, 2015).  Furthermore, mixed methods 
approach allows for the triangulation which may ultimately lead to a greater understanding to 
ensure the breadth and depth of the study and to enhance validity (Ivankova, 2015). Mixed 
methods design permits researchers to answer questions which cannot be answered by either 
quantitative or qualitative alone, and can yield a greater understanding of a phenomenon or 
research problem than a mono-method study can provide (Creswell & Plano-Clark, 2007; 
Teddie & Tashakkori, 2003). 
According to Creswell (2014), several important factors need to be considered when selecting 
a mixed methods research design, foremost of which is that the design matches the objectives 
of the research.  In addition, the research needs to determine whether the qualitative or 
quantitative data should be collected concurrently or sequentially.  The weighting of these two 
phases is also important, whether the emphasis is either on qualitative data or quantitative data, 
or equally distributed.  The intended audience should also be considered when deciding the 
precise way studies will be mixed, and at what level this mixing will take place.   Creswell 
(2014) has grouped mixed methods approaches into the five main categories of triangulation, 
embedded, explanatory, exploratory, and multiphase design.  While this classification of mixed 
method designs can be useful guidelines for researchers, they should not be regarded as an 
exhaustive list of which methods can be mixed, and researchers should not be restricted by 
them, as illustrated by Johnson, Onwuebuzie and Turner (2007):     
It is important to understand that one can easily create more user specific and more complex 
designs than one chosen, for example, one can develop a mixed method design that has more 
stages (QUAL+QUANT+QUAL). The point is for the researcher to be creative and not limited 





depending on the conditions and information that is obtained.  A tenant of mixed methods 
research is that researcher should mindfully create designs that effectively answer the research 
questions; this stands in contrast to the common approach to traditional quantitative research 
where students are given a menu of designs from which to choose from.           (p.20). 
Vanclay (2012) stated that all programmes, particularly long-term ones, should incorporate an 
ongoing degree of reflexivity which allows responses to feedback along the way.  In so doing, 
he stressed that success cannot be measured merely by assessing whether the original format 
was correct, but also by the extent to which the programme has integrated ‘effective 
monitoring’ and is capable of evolving while in progress.  By asserting that any programme 
seeking to contribute to high-level goals, such as enhanced parent and child well-being, is likely 
to be affected by a changing context, he underscored that a key factor for success is the ability 
of the programme to be responsive to adaptation (Vanclay, 2012).   
Vanclay’s position provides a sound basis for exploratory studies like the present study, which 
does not have large numbers, but which requires in-depth investigation to discern both the 
impact of the ER intervention and to explore what such intervention means to the participants. 
The implementation, use, and the success or failure of parent interventions occur within a social 
context which shapes what happens when that intervention is introduced.  While experimental 
interventions can demonstrate that causal relationships exist, they are less useful in showing 
how causal processes work (Kaplan, 2005).  A Mixed method methodology can address this 
issue by offering a framework to think and carry out evaluation designs which may potentially 
propose answers to challenges of improving the sustainability of interventions by identifying 
the key factors linked with the efficacy of an intervention (Guevel et al, 2015). 
However, the use of mix methods methodology can raise certain challenges, including overly 
complex research design.  In addition, discrepancies arising from differences in the 
interpretation of research findings can result in possible publication disparities (Malina, 2010).     
3.4 Research Design and Present Study 
This mixed methods study aims to examine both the impact of the emotion regulation parenting 
intervention and to understand how participants experience the intervention. This investigation 
therefore aims to analyse processes as they develop and emerge, rather than exclusively 
focusing on ultimate outcomes or impacts. The current study employed a multiphase design 





a longitudinal design to measure its effectiveness after such time as results had been produced.  
Figure 1 presents the multiphase design.  Both methods build on each other to garner a more 
comprehensive account of the intervention than qualitative or quantitative alone. This form of 
design is popular in programme development and implementation (Creswell, 2014).  In the 
quantitative phase of the study the Tool of Parental Self-efficacy (TOPSE), Child Behaviour 
Checklist (CBCL) and Cognitive Emotion Regulation Questionnaire (CERQ) were 
administered both pre-and post-intervention.  Subsequent questionnaires were administered at 
a six-month follow-up timeline. The rationale of this was to assess the impact of the 
intervention in terms of parental self-efficacy, cognitive approaches to managing emotional 
arousal, and child behavioural and emotional problems.  To elicit the in-depth experiences of 
the parents and clinicians they participated in semi-structured post-intervention interviews.  
Mixed methods gives a voice to study participants which ensure that findings are fully 
grounded in participant experiences (Wisdom, Cavaleri, Onwuegbuzie & Green, 2012). 
Figure 1: Mixed methods multiphase design 
 
A community-based participatory approach is an example of a multiphase design.  This mixed 
method approach involves participants in many quantitative and qualitative phases of research 
to bring about change (Mertens, 2009).  The design was incorporated to assess and refine 
Patient Centred Medial Home Models, which is a primary care approach which aims to improve 
quality, cost, and patient and provider experience.  The design involved primary care providers 
and patients in the research process, with key stakeholder’s and participants seen as co-
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researchers in a project, providing input surrounding their needs, as well as offering suggestions 
to address them and implement changes (Wisdom et al, 2012).  This paradigm was adopted for 
the present study, and the perspectives of service users/parents and service provider/clinicians 
were incorporated in the investigations of the ER intervention, with the view of assessing and 
refining the programme for future service delivery.  The literature on parent training 
programmes further reveals that programme developers conduct a sizable amount of the 
research on their own interventions.  The present study incorporates a 360-degree research 
approach, including the programme developers in the research process, combining insights 
from different approaches and different sources to reveal a depth of understanding of service 
user’s experiences (Hickey, 2014).  The current study is set within the context of the need for 
timely preparation to evidencing effective, resource-effective, service user-informed practice 
in the delivery of existing and newly devised psychological interventions.  As directed by the 
Health Information and Quality Authority (HIQA) guidelines for the provision of highest 
health care in Ireland published in 2012.  These quality assessments improvement guidelines 
for best practice are being implementation across all HSE Primary Care Services nationally.  
3.5 The Emotional Regulation Parenting Programme Description 
This pilot research study focuses on a newly devised relationship-based parenting intervention 
called Emotion Regulation Parenting Programme (ERPP).  This eight-week programme 
consisted of two-hour weekly sessions which were conducted in a group setting. The group 
was facilitated by a Clinical Psychologist, referred to as Clinician 1 in the demographic 
information on Clinician participants (see Results Section Table 3).  Together with two 
psychology colleagues, Clinician 1 developed the ER parenting programme. Administrative 
support was provided by an Assistant Psychologist.  This was the first-time Clinician 1 had 
delivered the programme.  To date, the ER intervention has been delivered on two further 
occasions by the remaining two programme developers.  Of the eight parents who were initially 
invited to attend the programme, three individuals dropped out during the preliminary stages, 
explaining that group interventions were not a good fit for their needs. Also, they failed to 
submit completed consent forms and in consequence, did not participate in the research. The 
remaining five parents attended the ER group intervention and participated in the present 
research. Overall attendance rates for the study group were high, with attendance records 






The overall aim of the ERPP programme is to promote positive parent-child connections and 
help parents to build healthy, nurturing relationships with their children.  It additionally 
provides parents and caregivers with the opportunity for discussion and self-exploration in a 
supportive environment. The programme content covers such topics as emotional development, 
emotion regulation, understanding behaviours, regulating ourselves, developing the parent-
child relationship, and parental self-care.  
• Emotional development:  
Emotional development continues throughout childhood and adolescence. The programme 
explains the meaning of emotional development in terms of how it evolves, and the can 
impact it can have on this developmental period. It includes elucidates issues of both 
emotional regulation and dysregulation, as well as examining the different ways emotions 
are expressed. The aim is to introduce this information into a developmental context, whilst 
engaging parents in a non-blaming way and empowering them in their parental role. 
• Understanding behaviours:  
To manage challenging behaviour, it is necessary to try to understand the meaning of the 
behaviour. To this end, the programme uses the iceberg analogy, wherein the behaviour is 
what can be seen, while the underlying reason why it is happening lies submerged beneath.  
Children require their parents to be able to manage their emotions as this relationship is the 
most powerful tool to enable change.  By focusing on the parent-child relationship as the 
solution to finding the reason for behaviours, the course aims to assist parents in developing 
their reflective capacity and encourage them to observe, learn, and consider children’s 
behaviours. 
• Regulating the self:   
The programme aims to generate understanding of the primary human emotions, such as 
anger, sadness, anxiety or happiness, and the secondary emotions such as shame or guilt.  
In order to regulate the child, parents need to regulate themselves.  As such adults also need 
help to self-regulate.  From early infancy children, can pick up on parents’ verbal and non-







• Building the parent-child relationship:  
The programme demonstrates that whatever we focus and concentrate attention upon tends 
to increase in frequency. This applies in cases of both positive and negative attention and 
it is all too easy to become trapped in a negative cycle.  The power of positive attention can 
influence children’s behaviour. Examples of positive parental attention include praise and 
encouragement, special playtime, affection, listening to children’s news, reading together, 
keeping promises, and empathising with their emotions.  Taking time to engage in repair 
strategies can also restore relationship and rebuild strong bonds. The aim of this course 
element is to up-skill parents on practices to support attachment, within the parent-child 
relationship.  
• Parent Self-care:  
Self-care refers to taking care of the entirety of oneself, including the emotional, 
psychological, spiritual and physical self, by exploring ways of managing stress, building 
resiliency, and identifying what either depletes or rejuvenates us.  Mindfulness is one of 
many ways of developing self-awareness, self-regulation and finding balance.  Mindfulness 
also reduces stress, eases suffering, and is a way of checking-in with oneself and slowing 
down.  The aim of this aspect of the programme is to promote and normalise parental self-
care. A summary of the programme structure and content is presented in Table 1: 
Table 1: Summary of ERPP weekly sessions  
Group Session 1 • Introduction to the course 
• Emotional Development 
• Developmental context 
Group Session 2 • Emotion Regulation 
• What contributes to dysregulation 
Group Session 3 
 
• Understanding Behaviours 
• Ice-berg analogy & case examples 
Group Session 4 • Observing Behaviours 
• Observe, learn and wonder 
Group Session 5 • Reflective capacity 
• Self-regulation as first response 
Group Session 6 • Self-care practices 
• What drains us and rejuvenates us?  
Group Session 7 • Building the parent-child relationship 
• Responding and repair 
Group Session 8 
 






3.6 Rationale for Employing Thematic Analysis 
There were two methods of qualitative analysis considered potentially suitable for this study: 
interpretative phenomenological analysis (IPA) and thematic analysis.  IPA is particularly 
concerned with the lived experience of a phenomenon and relies on an inductive approach to 
generate individual accounts of, rather that explanations of,  phenomena or process ( Smith & 
Osborn, 2008).  As the aim of this study was to explore both individual’s experiences and 
perspectives and the impact of a new intervention with quantitative outcomes, IPA was deemed 
unsuitable for the present study. 
Thematic analysis is a method for detecting, analysing, and documenting patterns within data, 
and thus describing them in detail.  It is a flexible approach (Braun & Clarke, 2006; 2013) and 
suitable for studies that do not adhere to a strong theoretical framework.  This study gathered 
data from service users and service providers involved in a new group intervention. Eight 
people, consisting of five parents and three clinicians participated in semi-structured 
interviews, with the research aim of exploring the experiences and perspectives of participants 
involved in this new intervention.  This analysis fits well with the requirements of this study, 
in that it allows the themes within the participant’s responses to emerge organically from the 
qualitative data.  
The rationale for employing Thematic Analysis was due to its ability to capture the 
“complexities of meaning within a textual data set” (Guest, MacQueen, & Namey, 2012).  The 
present study is explorative and might potentially inform and guide further development of the 
ER intervention and future service delivery.  Therefore, thematic analysis was deemed the best 
method of analysis because it responds to and reflects the depth of the information gathered.  
3.7 Quantitative Measures  
Demographic characteristics were recorded in addition to the following measures.  Although 
the sample size in the present study was small (n=5) the quantitative aspect of the study allows 
for the impact, if any, to be recorded over three-time lines: pre, post, and a six-month follow-









3.7.1 The Child Behaviour Checklist 
The Child Behaviour Checklist (CBCL) was selected for the present study as it is widely used 
in both research and clinical practices with children.  It is a parent-report questionnaire in which 
the child is rated on various behaviour and emotional problems. The multidimensional, 
standardised 100-item scale specific for children aged between 18 months to 5 years and 11 
months was used for the purposes of the present study.  The CBCL consists of three possible 
responses: 0= not true; 1= sometimes; and 2= often true.  Checklists of items completed by 
parents are scored according to the frequency of activities and levels of 
competence/performance, and the presence and severity of symptoms.  The results are grouped 
as per the following seven symptoms:  
• emotional reactivity  
• anxiety/depression  
• somatic complaints  
• withdrawal  
• sleep problems  
• attention problems  
• aggressive behaviour   
The first four symptoms are categorised as internalising syndromes, while the last two 
symptoms are categorised as externalising syndromes (Achenbach & Rescorla, 2000).  The 
internalising scale investigates problems which entail discomfort for the child but are not 
disruptive to others, such as depression and social withdrawal.  The externalising sub-scale 
reflects problems that are disruptive to others, such as aggressive behaviour. Three scores are 
obtained for Internalising, Externalising problems and Total.  The borderline range for 
symptoms is categorised as a standardised score between 60 and 63.  The clinical range is 64 
and above for internalised and externalised symptoms and total.  Although the CBCL was 
developed in the US, multicultural comparisons of the CBCL scores across thirty-one societies 
(Rescorla, Achenbach, Ivanova, Dumenci, Almqvist, & Blienberg, 2007; Ivanova, Achenbach, 
Dumenci, Rescorla, Almqvist, & Weintraub, 2007) have provided evidence of considerable 
similarity across many societies with respect to factor structure, scale internal consistencies 
and mean scale score.  Such similarity of findings across very diverse societies upholds the 
multicultural robustness of the CBCL (Ang, Rescorla, Achenbach, Phaik Ooi, Funng & Woo, 






3.7.2 The Tool to Measure Parenting Self-Efficacy  
The Tool to Measure Parenting Self-Efficacy (TOPSE) is a relatively recent psychometric 
measure developed in accordance with Bandura’s ‘self-efficacy’ theory (Bandura, 1982) which 
hypothesises that people are motivated to attempt behaviour that they feel confident in 
performing.  TOPSE consists of 48 statements within 8 scales.  Each scale is comprised of 6 
statements representing the following dimensions:  
• emotion and affection  
• play and enjoyment  
• empathy and understanding  
• control  
• discipline and boundaries  
• pressures  
• self-acceptance  
• learning and knowledge 
Responses are indicated on an 11-point Likert scale of agreement or disagreement.  A total 
score is derived from these responses to indicate a total score for parent reported self-efficacy.  
A change in scores for any section would suggest a change in parental perception for their 
parenting ability in that particular domain.  High scores indicate good self-efficacy in parenting 
skills.  Further information on scoring is available in Appendix B. 
The reliability and validity of the TOPSE is supported and used in the evaluation of parenting 
programmes (Bloomfield & Kendall, 2007; 2011; Bloomfield, Kendall, Appleton, & Kitaoka, 
2013).  During developing and testing, the TOPSE internal consistency for the sub-scales 
ranged from 0.80 to 0.89, with the overall scale reliability of 0.94 (Bloomfield & Kendall, 
2005; 2007). Furthermore, the TOPSE has been used to evaluate a wide range of programmes 
ranging from parents of children with ADHD, parents in prison, parents of children with 
intellectual disabilities, teenage parents, and victims of violence who had children removed 
into care.  Research on stress among parents of children with ASD using TOPSE reported that 
lower scores indicate lower parenting self-efficacy, with the Cronbach’s alpha at 0.90.  A 
further study on evaluation of a prevention-focused parenting programme reported Cronbach’s 
alpha ranging from 0.65 to 0.91 (Benzies, Clarke, Barker & Mychasiuk, 2013).  A Swedish 





at the baseline, 0.93 at post-intervention, and 0.94 at follow-up (Ulfsdotter, Enebrink, Lindberg, 
2013).  A commensurate international study undertaken in Japan to evaluate a parenting 
programme also reported Cronbach’s alpha of 0.96, 0.97 0.98 at pre-post and follow-up 
respectively. This evidence justifies the use of the TOPSE to evaluate the emotion regulation 
parenting programme.  
3.7.3 The Cognitive Emotion Regulation Questionnaire 
The Cognitive Emotion Regulation Questionnaire (CERQ) is a multidimensional standardised 
questionnaire devised to identify the cognitive coping strategies people use following 
experiences of negative events or situations.  Unlike other coping questionnaires which do not 
explicitly differentiate between an individual’s thoughts and actions, the CERQ refers 
exclusively to an individual’s thoughts after having experienced negative events and is a self-
report measure consisting of 36 items.  The questionnaire has been constructed on a theoretical 
and empirical basis and measures nine different cognitive coping strategies including: 
• self-blame  
• acceptance  
• rumination  
• positive refocusing  
• refocus on planning  
• positive reappraisal  
• putting into perspective  
• catastrophizing  
• blaming others   
When completing the questions, subjects indicate extent to which they use certain cognitive 
coping strategies on a five-point scale as follows (Garnefski, Kraaij, & Spinhoven, 2002):  
(1)  never / (2) sometimes / (3) regularly / (4) often / (5) always  
On this basis, a scale score ranging from 4 to 20 may be obtained.  Raw scores are then 
converted to normalised standard scores. The authors reported internal consistency 
(Cronbach’s alpha .70-.08) on the various subscales across a diverse population.   The CERQ 
has been widely used and adapted for use in several countries. The French version confirmed 
internal relativity scores ranging from 0.68 to 0.86 (Van der Linden, d’Acermont & Zermatten, 
2006).  The Chinese version also reported internal consistencies of the nine factors suggesting 





the Persian translation demonstrated construct validity ranging from 0.64 to 0.82 (Abdia, 
Tabanb, & Ghaemianc, 2012).  In relation to the Spanish version of the CERQ, an alternative 
model that integrates the nine dimensions into two second-order factors was confirmed 
(Dominguez-Sanchez, Lasa-Aristu, Amour & Holgado-Tello, 2011).  Moreover, validity was 
demonstrated in several studies, including a comparison of the CERQ with the Children’s 
Depression Inventory (CDI) and the Positive and Negative Affect Scale (PANAS).  The overall 
findings indicated that adaptive cognitive strategies were predicative of improved 
psychological functioning, whereas less adaptive strategies were predictive of symptoms of 
depression (Garnefski, Rieffe, Jellesma, Terwogt & Kraaij, 2007; Dominguez-Sanchez et al, 
2011).  For further information on the CERQ refer to the manual in Appendix C.  
3.8 Sample Recruitment  
The purposive sampling method was used in the recruitment of participants. Participants were 
recruited through the Health Service Executive (HSE) Child and Family Services in the West 
of Ireland.  The present study included service users, i.e. parents (n=5) and service providers, 
i.e. clinicians (n=3).  Inclusion criteria for parents entailed having a child presenting with 
emotional dysregulation and attending a newly developed relationship-based parenting 
programme. The inclusion criteria for the clinicians entailed being part of the team which 
devised and delivered the parenting programme.    
Parents who expressed an interest in attending the emotion-regulation parenting programme 
were also invited to take part in the study (parents who chose not to participate in the study 
were still invited to attend the parenting programme).  Both sets of parental and clinical 
participants were sent information letters and consent forms which outlined the study 
objectives, all pertinent ethical issues, and contact details for the researcher.  Parents who 
returned a consent form agreeing to participate were then sent questionnaire packs.  Prior to 
the commencement of the course the author telephoned parents to outline the research project.  
Each participant was given a unique study number which was placed on each questionnaire.  
The consent forms were stored separately to the completed measures.  All paper questionnaires 
will be stored at the Care Child and Family Services for a period of seven years in a locked 
filing cabinet, after a period the questionnaires will be shredded.  The audiotapes were uploaded 
to a password-protected electronic folder, and the original recorded data deleted from the audio 
recorder.  The 3 clinicians agreed to participate in an interview, subsequent to having 






Time 1: Pre-intervention Data Collection 
Parents who returned consent forms were asked to attend early for the first session.  They were 
asked to complete a Demographics Questionnaire, Child Behaviour Check List (CBCL), 
Cognitive Emotion Regulation Questionnaire (CERQ), and the Tool to Measure Parental Self-
Efficacy (TOPSE).  
Time 2: Post-intervention Data Collection 
At Time 2, eight weeks after the initial stage of assessment, parents were invited to complete 
the questionnaire from Time 1 once more (apart from the Demographics Questionnaire).  These 
questionnaires were completed during the last session of the parenting intervention, with the 
author present to collect the completed measures. 
Interviews were scheduled at the post-intervention phase.  The rationale for this was to gain an 
understanding of the service users and service providers experience of being involved in the 
emotion regulation parenting intervention.  Participants including parents and clinicians were 
invited to attend an interview which took place at the Child and Family Centre.  All interviews 
were audio-recorded and lasted between 40 and 50 minutes.  The parents’ post-intervention 
interviews took place a week later in July 2015, while the clinicians’ interviews were conducted 
a month later, in August 2015 (for demographic information on clinician participants see 
Results Section Table 3). 
Time 3: Follow-up Data Collection 
Six months following completion of the emotion regulation parenting intervention parents 
taking part in the research study were once again asked to complete the same assessment 
measures as at Time 1 and Time 2.  The questionnaire packs were sent out by post and returned 
by stamped, sealed, and pre-addressed envelope.  Those participants who had not returned their 
questionnaires within two weeks were sent a text message reminding them to complete the 








3.10 Data Collection 
3.10.1 Quantitative Phase 
Parent participants were provided with an information pack at the beginning of the ER 
intervention which included a brief introduction to the psychometric questionnaires and the 
rationale for administering them at three time points.  The standardised questionnaires assessed 
cognitive approaches to managing emotional arousal, perceived self-efficacy, and children’s 
behavioural and emotional problems.  An explanation of how this information will would be 
used to inform the structuring of future services to best meet the needs of individuals who avail 
of the service was given.  Participants completed questionnaires at pre-intervention, post-
intervention and six-month follow-up to assess the impact of the intervention over an extended 
time frame. 
3.10.2 Qualitative Phase 
The present study utilised a semi-structure interview format.  In semi-structured interviews, the 
researcher approaches the interviews with a set of topics and questions which are to be covered 
during the interview.  The interviews were conducted at primary care services within the 
southern region of Ireland. On completion of the 8-week intervention both parents (n=5) and 
clinicians (n=3) participated in semi-structured interviews which were audio recorded to 
facilitate analysis.  An interview schedule was devised for both sets of participants to ensure 
that the main topics relating to the research question were covered (see Appendix D).   
3.10.3 Quantitative Data Analysis 
Data was manually entered into SPSS Version 22 for analysis.  Descriptive statistics were used 
to examine the scores for each individual participant at the three time points for children’s 
emotions and behaviour, parental self-efficacy, and cognitive emotion regulation strategies at 
pre-intervention, post-intervention and six-month follow-up.  The results were presented in a 
single case series to provide context on the effectiveness of the intervention.  In addition, an 
analysis of the group was performed using a repeated measures ANOVA to assess the total 







3.10.4 Qualitative Data Analysis 
All participants agreed to the interviews being audio taped.  The eight interviews were 
transcribed verbatim by the researcher and then subjected to thematic analysis.  While several 
methods of thematic analysis are in circulation in the literature (Attride-Stirling, 2001), the 
model of thematic analysis described by Braun and Clarke (2006; 2013) was chosen as the 
model for the present study due to its prominent use in psychological research.  The procedure 
for the thematic analysis is outlined in Table 1. 
Table 1: Overview of Process for Thematic Analysis 
Phases     Description of Present Study 
1. Familiarisation with the data Interviews were transcribed verbatim. 
These were read and re-read, inaccuracies were 
Corrected. Notes for potential codes were made by the 
researcher. 
 
2. Initial code generation  Codes were applied to the entire transcript and notes  
were made about possible themes. 
3. Theme searching   Potential themes were highlighted and codes were 
     categorised according to these potential themes.  An 
     independent researcher reviewed the codes and potential 
     theme. 
 
4. Theme reviewing   The themes were checked against each code and a  
     thematic map was drawn up by the researcher.  An 
     independent researcher reviewed the themes and the 
     thematic map to ensure reliability. 
 
5. Theme defining and naming The themes were defined and it was ensured that the 
     codes for each theme were conceptually linked in some
     way. 
 
6. Write up    The narrative was written up and was constantly checked 
    against the research question. 
   






3.11 Ethical Issues 
The Code of Professional Ethics as set out by the Psychological Society of Ireland (2003) was 
adhered to in undertaking this research project.  The following ethical considerations were 
addressed during the research process: 
3.11.1 Ethical Approval 
Ethical approval for the study was granted by the Clinical Research Ethics Committee of the 
Cork Teaching Hospitals.  The researcher adhered to ethical guidelines outlined in the Code of 
Ethics of the Psychological Society of Ireland (2010).  Transcripts were anonymised, all 
identifying information was removed, and interview tapes were labelled with the corresponding 
participant’s unique study number.  All paper questionnaires were stored in a locked filing 
cabinet and shredded on completion of analysis.  Participants were provided with an 
information sheet (Appendix E) prior to signing the informed consent and were afforded the 
opportunity to ask any questions about the study.  Interviews were conducted in a professional 
and empathetic manner.    
Additionally, one parent became upset during the interview.  The researcher acknowledged that 
talking about certain topics continues to be difficult.  The researcher listened in an empathetic 
manner reflecting back the message that they conveyed and validated how difficult dealing 
with emotional health can be.  No participant left the interview room in a distressed state. At 
the end of each interview the researcher checked how the participant felt, and asked if they had 
any questions or reflections on the interview.  
3.11.2 Informed Consent 
All participants were furnished with an information document (Appendix E) about the research 
when they were invited to participate. At the time of the interview the participants signed a 
consent form (Appendix F), which detailed their right to revoke their consent and withdraw 
from the study at any time, without giving a reason.  
3.11.3 Anonymity and confidentiality   
The participants were informed that their confidentiality would be maintained throughout the 
research process. They were informed of the limits of confidentiality prior to interview and 
assured that confidentially would only be breached if they disclosed specific information which 





At the time of writing access to research data is limited to the author and the academic 
supervisor. The research interviews were transcribed to omit any identifying information as 
soon as possible after the interview and all recordings promptly deleted once transcribed. The 
transcriptions are anonymous and are stored securely on USB drives. All paper questionnaires 
will be stored at in a locked filing cabinet.  They will be kept secure for 7 years and then 
destroyed in accordance with the conditions of ethical approval.  
3.11.4 Potential for distress and ethical safeguards  
In the eventuality of participants becoming distressed on completion of the interviews they 
were provided with contact details of the researcher and the primary care service. 
3.12 Reliability 
Consistency in the coding process was supported by liaising with two Clinical Psychologists 
to perform inter-coder reliability checks on the interview transcripts (Appendix G).  A sample 
of the data set was also reviewed and discussed with my academic supervisor to ensure 
agreement about the codes and themes. 
3.13 Reflexivity  
Personal reflexivity involves reflecting upon the ways in which our values, experiences, 
interests, beliefs, social identity and so on, has shaped the research (Macbeth, 2001; Willig, 
2008, 2012).  While researchers endeavour to represent their studies accurately, the 
assumptions that the researcher holds about a topic can be imposed upon the data and 
subsequently shape its interpretation (Macbeth, 2001).  Qualitative researchers endeavour to 
acknowledge the situated nature of their research, and reflect on the inter-subject dynamics 
between the researcher and the researched to demonstrate the trustworthiness of their findings 
(Finlay & Gough, 2003).  With this in mind the researchers reflect on their background, 
experiences and assumptions and the ways these factors may impact on the research process. I 
am a 39-year-old white middle-class female from Ireland.  At the time of data collection, I was 
a trainee clinical psychologist, attending a doctoral programme with an attachment focused 
approach.  I chose this University and training based on the attachment approach.  In line with 
good practice guidelines for conducting qualitative research, I reflected on potential 
preconceptions I had about the research topic which could have developed in light of my 
experiences and interests (Yardley, 2000).  During the research process, I reflected on my 





Furthermore, I grew up in rural Ireland in the 1980’s, in a family-oriented community and 
enjoyed a positive childhood as the youngest child of a family of four immersed in a nurturing 
environment.  I believe my early experiences have shaped my life choices and enhanced my 
interest in the importance of relationship-focused interventions and my professional interest in 
attachment theory, giving rise to my interests in parental programmes focusing on the 
importance of relationships. Upon reflection, I see that my personal experiences had influenced 
my clinical research and interest in parental interventions with an attachment focused approach.
  
3.14 Quality in Thematic Analysis 
Ensuring integrity in results is of paramount importance in Thematic Analysis.  As there is an 
inherently interpretative aspect to the process within the data-driven approach of Applied 
Thematic Analysis, it is essential that the process remain true to its source data.  The qualitative 
analysis of the present study adhered to Yardley’s (2000) four broad principles for assessing 
quality in qualitative research; namely:  
• sensitivity to context  
• commitment and rigor  
• transparency and coherence 
• impact and importance 
In terms of sensitivity to context, thematic analysis was adopted as the most appropriate 
methodology for exploring the participants’ experiences of the intervention.  Interviews were 
conducted with sensitivity to the participant’s emotional reactions to discussing parental 
capacity and adopting novel parenting practices.  The interviews were facilitated by the 
researcher in an open style to allow free-flowing interaction.  At times, the researcher took 
steps to contain participant distress by moving the focus of the interview from the past to the 
present. This principal was also demonstrated by maintaining awareness of the nature of the 
relationships between researcher and participants, and by considering relevant ethical issues. 
Regarding issues of commitment and rigour the researcher read widely on the Thematic 
Analysis approach and its philosophical underpinnings, and adhered to the guidelines provided 
by Braun and Clarke (2013; 2006) in gathering and analysing data obtained from a relatively 





Due to its prominent use in psychological research, transparency and coherence were 
demonstrated in strict adherence to the model of thematic analysis as devised by Braun et al. 
(2013; 2006) for the present study. The researcher endeavoured to follow these principles by 
providing explicit depictions of how the research was conducted, supported by illustrations of 
various stages of the process in the appendices. 
Finally, in terms of impact and importance, the researcher considers that this thesis will 
contribute to the research literature and service provision for group-based parenting education 




This chapter provided an outline of the methodological approach employed in the research 
study, and provide am overall rationale for the chosen methodology.  This was supported by a 
description of the research design, the participants, the timing of data collection, data collection 
process, ethical considerations, issues pertaining to reflexivity, and issues relating to ensuring 
quality in thematic analysis.  The subsequent chapter is the results section and mixed methods 






Chapter 4 Results 
 
4.1 Demographic Information 
4.1.1 Parent Participants: 
A total of five participants from the west of Ireland were recruited from active members on the 
Child and Family Service waiting list. The participants were predominantly female (n = 4; 
80%) with the mean age of 40.4 (S.D = 4.03) years. All study participants completed a repeated 
measure of parental self-efficacy, cognitive approaches to managing emotional arousal, and 
child behaviour and emotional problems.  The repeated measures were completed at the three 
time points of pre-intervention, post-intervention, and six-month follow-up.  The case specific 
pen portraits of each participating individual are as follows: 
Participant 1: 
Participant 1 is a forty-two-year old married father of two children; a son aged eight and a 
daughter aged five.  He attended second level education and is in full-time employment as a 
driver. The Participant 1 does not have a history of medical or psychological complaints. The 
family was referred to the service as their daughter presented with emotional dysregulation.  
Participant 2: 
Participant 2 is a thirty-two-year old married mother of three sons, aged eleven, seven and five 
years old.  She attended third level education attaining a degree.  She is currently a full-time 
mother.  Participant 2 did not present with a history of medical or psychological 
complaints.  Her eldest son has a profound intellectual and physical disability.  The family were 
referred to the child and family service relating to their youngest son, who presents with 
emotional dysregulation. 
Participant 3: 
Participant 3 is a forty-three-year-old married mother of two children; a son aged eight and a 
daughter aged six years old.  She attended second level education and is a full-time mother. 
Participant 3 reported a history of post-natal depression.  The family were referred to the 







Participant 4 is a thirty-nine-year-old married mother of three children; two daughters aged 
sixteen and five, and an eight-year-old son.  She attended secondary school and works part-
time as care assistant. Participant 4 reported a history of post-natal depression.  The family 
were referred in relation to their youngest child who presented with emotional dysregulation. 
Participant 5: 
Participant 5 is a forty-four-year-old married mother of three children; two sons aged eight and 
five, and a two-year-old daughter.  She attended second level education and is a full-time 
mother.  At the time of the study Participant 5 was awaiting surgery relating to gallstones, no 
there was other known history of psychological complaints.  The family were referred in 
relation to their five-year-old son, who was presenting as emotionally dysregulated. 
4.1.2 Clinician Participants: 
The demographic information of the clinicians who devised the programme and participated 
in the present study is illustrated in Table 3 below.  The participants were all female with a 
mean age was 41.3, (S.D = 11.1) years.  Each clinician delivered the emotion regulation 
parent intervention once when the study was conducted. In the present study, Clinician 1 
delivered the intervention under evaluation. 
Table 3.  Demographic Information of Clinicians 
Clinicians Professional Training Position Experience Programme Delivery  
1. Clinical Psychologist  Senior  20 years 1 
2. Clinical Psychologist  Staff-Grade  8 years 1 
3. Counselling Psychologist  Staff-Grade  8 years 1 
  
While the sample size is limited, the diversity across gender, age and employment status 
offers valuable insight into the demographic range of parents in the west of Ireland. 
4.2 Quantitative Analysis 
Descriptive statistics were used to examine the scores for each participant individually at the 
three time points.  The rationale for this was to ascertain the impact/if any of the parent group 





present study to examine differences in repeated measures for children’s emotions and 
behaviour, parental self-efficacy, and cognitive emotion regulation strategies at pre-
intervention, post-intervention and a six-month follow-up.   
4.2.1 Child Behavioural Checklist (CBCL) 
The CBCL is a standardised questionnaire which parents complete to describe their children’s 
behavioural and emotional problems.  The questionnaire is composed of questions regarding 
both internalised and externalised symptoms.  It allows for the three potential answers of True, 
Sometimes and Not True in response to thematically orchestrated questions which assess 
parent’s perceptions of their children on an emotional and behavioural level. Unusually, in this 
instance, an answer of ‘not true’ represents a more positive outlook of these attributes, while 
the choice of ‘true’ is indicative of a negative response in terms of the child’s emotion and 
behaviour patterns. An intuitive answer of ‘sometimes’ demonstrates relative ambiguity or lack 
of obvious difficulty. As previously discussed, the borderline ranges for internalised and 
externalised symptoms are a standardised score of 60 to 63 and the clinical range is 64 and 
above. To best gain a thorough understanding of the individuals within the group, an individual 
descriptive assessment was duly undertaken.  In addition, an analysis of the group (n = 5) was 
performed to assess the total effectiveness of intervention.  
4.2.2 Individual Assessment: 
Participant 1: 
As previously described in the pen portrait, Participant 1 is a married father of two, in full-time 
employment. This participant responded, ‘not true’ to 63% of questions across the entire range 
of themes. This suggests concern as observed from the parental perspective.  Post-intervention, 
there was an improvement in terms of the percentages (70%) of answers categorised as ‘not 
true’, which suggests that the intervention may have played a role in how Participant 1 
perceived their child’s behaviours and emotions. This was further corroborated in close 
assessment of the follow-up questionnaire.  Participant 1 showed a marked increase (73%) in 
percentages of ‘not true’ answers, illustrating the efficacy of the parenting intervention.  This 
suggests that the negative perception of their child’s behavioural and emotional attributes had 
reduced consistently through the time points since attending the intervention.  
The scores for Participant 1 on the CBCL are represented in Table 4, for internalising symptoms 





clinical range (64) at pre-intervention. This could be symptomatic of frustrations and fear with 
the learned default response being to lash out physically which resulted in negative emotions 
and confusion.  However, at post-intervention (46) and follow-up (51), scores remained in the 
normal range. Overall, the CBCL internalised symptoms scale (Anxious/Depressed, 
Emotionally Reactive, Withdrawn, and Somatic) and total symptoms scale (Internalised 
Symptoms, Externalised Symptoms and Other Problems) were in the normal range throughout 
the study period.  The results suggest that Participants 1’s perception of his child’s externalised 
symptoms had reduced to the normal range after attending the intervention. 
Table 4: Participant 1 CBCL Scores 
P1 Internalising Externalising Total 
Pre 
Raw Score 9 25 30 
T Score 53 64 50 
Post 
Raw Score. 6 9 19 
T Score 47 46 43 
Follow-up 
Raw Score. 6 13 23 
T Score 47 51 45 
 
Participant 2: 
As previously described, Participant 2 is a married full-time mother of three children, whose 
eldest child has special needs.  Participant 2 reported ‘not true’ to 58% of questions across all 
question themes.  This suggests that there are high levels of parental concern regarding the 
behavioural and emotional attributes of their youngest child.  Post-intervention, there was a 
notable percentage decrease (40%) of answers categorised as ‘not true’ which suggests that the 
intervention has altered Participant 2’s perception of their child’s emotional and behavioural 
characteristics in a negative way. However, the six-month follow-up showed a marked increase 
in (53%) in percentages of ‘not true’ answers, affirming that significant change takes time.   
The scores for Participant 2 on the CBCL are represented in Table 5 below.  The results on the 
internalised symptoms scale (Anxious/Depressed, Emotionally Reactive Withdrawn and 
Somatic) and externalised symptoms scale (Aggression and Attention Problems) were in the 





This could suggest that the child is distressed by something in the home environment or at play 
school.  At post-intervention, there was a considerable reduction to 65, which is just above the 
borderline range.  This implies that the intervention has altered Participant 2’s perception of 
their child’s emotional characteristics in a positive way.  However, an elevation to 83 was 
evident at the third timeline, demonstrating that improvements were not maintained.  A similar 
pattern was observed for externalised traits. At pre-intervention, symptoms were in the clinical 
range (65).  This may be a method of vying for attention in the home, where the primary focus 
of the mother appears to be the child with special needs.  There was a notable reduction (57) at 
post-intervention, which suggests that the intervention has altered Participant 2’s perception of 
their child’s behavioural characteristics in a positive way.  Nevertheless, a significant increase 
(74) to the clinical range of symptoms was observed at the follow-up phase, indicating that 
improvements were not maintained at the third timeline.  Overall, the CBCL total results score 
(Internalised Symptoms, Externalised Symptoms and Other Problems) were in the clinical 
range at pre-intervention (68) and at six-month follow-up (74), with scores in the normal range 
(56) at the post-intervention period. This indicates that by the six-month follow-up Participants 
2’s perception of her child’s symptoms had escalated further into the clinical range after 
attending the intervention. 
Table 5: Participant 2 CBCL Scores 
P2 Internalising Externalising Total 
Pre 
Raw Score 
34 27 71 
T Score 
76 65 68 
Post 
Raw Score 
20 18 42 
T Score 
65 57 56 
Follow-up 
Raw Score 
46 34 90 
T Score 
83 76 74 
 
Participant 3: 
The scores for Participant 3 on the CBCL over three time points are represented in Table 6 
below.  As stated earlier, Participant 3 is a married full-time mother of two, with a history of 





question themes.  This suggests concern as observed from the parental perspective.  Post-
intervention, there was a percentage improvement (66%) of ‘not true’ answers which suggests 
that the intervention may have played a role reducing parental concerns. At the follow-up 
timeline, Participant 3 showed a marked decrease (61%) in the percentage of ‘not true’ 
answers.  This suggests that while change can occur post-interventions, the real challenge lies 
in maintaining lasting change over an extended period.   
The results on the internalised symptoms scale (Anxious/Depressed, Emotionally Reactive, 
Withdrawn and Somatic) were in the borderline range (62) at pre-intervention (see Table 6).  
This could indicate that the child was distressed about something in her environment and was 
unable to communicate her emotional experience to her parents. This was reduced to the normal 
range (58) at post-intervention, implying that the intervention had a positive impact on 
perceived parental concerns.  Nonetheless, an elevation to the clinical range of symptoms (65) 
was observed at the third timeline. A similar pattern was found for the externalised symptoms 
scale (Aggression and Attention Problems). At pre-intervention was observed, but scores 
remained within the normal range (57).  However, at the third and final timeline, perceived 
parental concern increased towards the clinical range (64). This confirms that while an 
improvement in observed behavioural and emotional traits was achieved post-intervention, 
lasting change was not observed at the six-month follow-up.  On the contrary, symptoms for 
both internalised and externalised scales escalated into the clinical range. Overall, the CBCL 
total symptoms scores (Internalised Symptoms, Externalised Symptoms and Other Problems) 
were in the normal range at pre-and-post-intervention.  However, an elevation to the borderline 
range was observed at six-month follow-up. 
Table 6: Participant 3 CBCL Scores 
P3 Internalising Externalising Total 
Pre 
Raw Score 
16 20 42 
T Score 
62 59 56 
Post 
Raw Score 
12 18 35 
T Score 
58 58 52 
Follow-up 
Raw Score 
20 25 52 
T Score 







As previously stated, Participant 4 is a married mother of three, who works part-time as a carer 
and has a history of post-natal depression.  This participant responded, ‘not true’ to 49% of 
questions across all question themes. This suggests that there was considerable parental 
concern regarding behavioural and emotional characteristics.  Post-intervention, there was a 
slight percentage improvement (52%) of answers categorised as ‘not true’.  This would suggest 
that the intervention may have played a role in how this parent perceived their child’s 
behavioural and emotional symptoms. This is further corroborated when in assessments of the 
follow-up questionnaire, Participant 4 showed a marked percentage increase (90%) of the ‘not 
true’ option. This arguably provides evidence of the efficacy of the intervention.  
The scores for Participant 4 on the CBCL questionnaire over three time points are represented 
in Table 7.  The internalised symptoms scale (Anxious/Depressed, Emotionally Reactive, 
Withdrawn and Somatic) were in the borderline range (60) at pre-intervention, indicating that 
the child was experiencing some degree of difficulties with their internal world.  This was 
elevated (70) to the clinical range at post-intervention, implying that the intervention had a 
negative impact on perceived parental concerns of emotional traits. Subsequently, this reduced 
significantly (47) with symptoms within the normal range at the third timeline. The 
externalised symptoms scale (Attention Problems and Aggression) was categorised as being in 
the clinical range at pre-intervention (65), this suggests that the child was displaying discontent 
through behavioural outbursts.  A reduction in scores (57) rendered the symptoms in the normal 
range at the second timeline. Furthermore, at the six-month follow-up, a significant 
improvement (35) in parental perception of externalised symptoms was observed, to place the 
symptomatology within the normal range.  Overall, the CBCL total symptoms scores 
(Internalised Symptoms, Externalised Symptoms and Other Problems) were in the normal 
range throughout the study period. Nonetheless, scores were found to be just below the 
borderline range at pre-and-post-intervention (59). After attending the parenting intervention 
CBCL total scores reduced considerable (40) at follow-up.  This suggests that Participant 4’s 
negative perception of their child’s behavioural and emotional attributes had reduced through 







Table 7: Participant 4 CBCL Scores 
P4 Internalising Externalising Total 
Pre 
Raw Score 
14 26 48 
T Score 
60 65 59 
Post 
Raw Score 
25 18 50 
T Score 
70 57 59 
Follow-up 
Raw Score 
6 2 15 
T Score 
47 35 40 
 
Participant 5: 
The scores for Participant 5 on the CBCL are represented in Table 8.  As previously stated, 
Participant 5 is a married full-time mother of three children. This participant responded, ‘not 
true’ to 84% of questions across all question themes. This suggests that there is little parental 
concern or indeed any issues observed from the parental perspective. The ‘not true’ option was 
selected 82% at post-intervention, and decreased slightly to 79% at the six-month follow-up.  In 
conclusion, the overall scores for Participant 5 on the CBCL internalised, externalised and total 
symptoms scale scores were in the normal at the three time points.  This suggests limited 
parental concern for their child’s expression of emotions and behaviours. 
Table 8: Participant 5 CBCL Scores 
P5 Internalising Externalising Total 
Pre 
Raw Score 
8 9 25 
T Score 
51 46 46 
Post 
Raw Score 
6 6 18 
T Score 
47 42 42 
Follow-up 
Raw Score 
4 12 20 
T Score 







4.2.3 Group Assessment: 
A repeated measures ANOVA was performed to assess the difference in thematic areas 
throughout the study period of pre, post, and follow-up. A significant difference in sleep pattern 
(F = 3.776, P = 0.033) was found to exist among the group across the three questionnaire stages. 
To further elucidate differences within the groups, a Bonferroni post-hoc analysis was 
performed. It was found that the significant difference across the groups was attributed to a 
notable difference (p = 0.004) between the pre-and post-administration of the CBCL. This may 
have been due to parents becoming more attuned to their children, or alternatively, that sleep 
patterns regulated of their own accord in this period.   
A significant difference in aggression (F= 3.876, P = 0.029) was also found across the groups. 
Post-hoc analysis indicated that the significant difference across the groups was attributed to a 
notable difference (p = 0.004) between intervention and post-intervention as opposed to follow-
up. Children may be better equipped at expressing their feelings, rather than solely doing so 
via behavioural outbursts. This may also be indicative of an improved connection in the 
parent/child dyad, or alternatively, be due to parents being more self- regulated and hence 
having a positive impact on children’s behaviours.  
A significant difference in attention problems (F = 5.786, P = 0.004) was also found across the 
groups three questionnaire stages. The differences were further examined with Bonferroni post-
hoc analysis.  This emphasised that the significant difference across the groups was associated 
(p = 0.013) with post-intervention and the six-month follow-up. This could be attributed to the 
emergence of improved communication between parents and children, resulting in greater 
understanding of emotional states.  It may alternatively be credited to the premise that enduring 
change takes time to come into fruition.  Children may feel less inclined to act out in a 
destructive manner, as they feel more secure in expressing and processing their emotional 
world. 
No significant difference was observed for the representation of internalised symptoms of 
emotionally reactive, withdrawal, anxiety/depression or somatic. This would suggest that 
children manifested symptoms relating to expressed behaviours rather than their emotional 
states. That being said, a near significant difference was observed for anxious/depressive 
symptoms. This may be a result of being introduced to strategies to reflect emotional language, 
in addition to improved parental reflective capacity resulting in validation of emotional states 





Table 9: CBCL ANOVA 
Theme F P (sig.) 
Emotionally Reactive1 0.791 0.584 
Anxious/Depressed1 2.642  0.078 
Withdrawn1 0.671 0.481 
Sleep 3.776 0.033* 
Somatic1 0.371 0.691 
Aggression2 3.876 0.029* 
Attention Problems2 5.786 0.004* 
1 Internalised factors; 2 Externalised factors; *Significant at the p < 0.05 level 
4.3 Cognitive Emotion Regulation Questionnaire (CERQ) 
The CERQ is a multidimensional standardised questionnaire used to identify the cognitive 
coping strategies people use in the aftermath of experiencing negative events or situations. This 
self-report questionnaire consists of thirty-six items measuring nine cognitive coping 
strategies. When completing the questions, subjects indicate on a five-point scale to which 
extent they use various cognitive coping strategies as follows:  
(1) never / (2) sometimes / (3) regularly (4) often / (5) always  
A scale score ranging from 4 to 20 is obtained.  Raw scores are then converted to normalised 
standard scores. The standardised scoring which depicts the use of certain cognitive coping 
strategy is as follows:  
• Very High: 62+            indicates very high usage  
• High: 58-62   indicates high usage  
• High Average: 53-58   indicates high frequency of usage  
• Average: 48-53   indicates regular usage  
• Below Average: 43-48  indicates below normal usage  
• Low: 39-43    indicates minimum use  
• Very Low: 38 below   indicates infrequent use  
The nine cognitive coping strategies identified in the CERQ are viewed as either adaptive or 
maladaptive.  The strategies categorised as maladaptive include ‘Self-blame’, ‘Rumination’, 





‘Acceptance’, ‘Positive Refocusing’, ‘Refocusing on Planning’, ‘Positive Reappraisal’, and 
‘Putting into Perspective’. The higher the standardised score on a specific subscale, the more 
the person in question uses this cognitive coping strategy.   
4.3.1 Individual Assessment 
Participant 1: 
The T scores for Participant 1 on the CERQ at the three time points are represented in Table 
10. For this participant, the noteworthy variances across all themes were for the maladaptive 
strategies of catastrophising, self-blame, and blaming others. At the pre-intervention phase 
Participant 1 scored in the low range for catastrophising which illustrated limited use of this 
cognitive coping strategy.  This remained in the low range at post-intervention, whilst at the 
third timeline scores fell above average range, suggesting that the intervention had influenced 
increased usage of catastrophising as a cognitive coping tool. This may be attributed to the 
implementation of new ways of interacting in the home environment and parental fear around 
getting things wrong, resulting in lasting negative impact on the child.  The scores for ‘blaming 
others’ were within the average range at the pre-and-post-intervention phase, with a notable 
jump to the high range at follow-up. This emphasises that Participant 1 increasing engaged in 
blaming others six months after the intervention, and may possibly be related to both partners 
not attending the intervention. Participants had to educate their partners about the teachings of 
the group intervention.  This had the potential to create conflict, as it is easier to hear about 
new skills from an external and neutral party.  Conversely, Participant 1’s score for self-blame 
altered over the course of the evaluation.  At the first timeline was above average for the norm 
group, but at post-intervention it had decreased to below average, and subsequently to below 
the low score at the follow-up phase. This may indicate that improved levels of self-care 
resulted in a decreased engagement of self-blame.  There was limited variance in the other 
themes across the three time points. 
 
 







Table 10: CERQ Scores: Participant 1 
    T-Score   
Theme Pre Post Follow-up 
Acceptance 47 50 44 
Blaming Others 52 50 58 
Catastrophising 41 40 59 
Positive Refocusing 33 40 33 
Putting into Perspective 31 35 42 
Positive Reappraisal 43 45 40 
Refocus on Planning 45 50 48 
Rumination 50 40 50 
Self-Blame 53 44 33 
  
Participant 2: 
The T scores for Participant 2 on the CERQ are represented in Table 11. While assessing the 
thematic areas at an individual level, two adaptive and one maladaptive coping strategies 
demonstrated notable variance across the three time points.  Participant 2 scored within the 
average range for positive refocusing at the pre-intervention phase, and remained within the 
average range at post-intervention.  However, a noteworthy decrease in scores to the low range 
of the norm was found at the follow-up timeline.  This suggests that she was less inclined to 
adopt this strategy six months after the intervention. This may have been due to changes in 
circumstance as Participant 2 is the mother of a child with special needs who requires very high 
level of care. On the other hand, it could be as due to the challenges of implementing changes 
at home and having limited time to engage in self-care activities. Similarly, a decline in the use 
of refocus on planning was observed.  At pre-intervention scores were within the average range 
(51).  These fell below average (45) at the second timeline, and showed a further decline to the 
low range (42) at follow-up.  High stress levels may account for less engagement in positive 
coping strategies, which may result in a low sense of emotional wellbeing (Barlow, Powell & 
Gilchrist, 2006).  This was corroborated by a corollary increase in self-blame, which 
demonstrated above average (54) use at pre-and post-intervention, jumping to very high (67) 







 Table 11: CERQ Scores: Participant 2 
    T-Score   
Theme Pre Post Follow-up 
Acceptance 11 7 15 
Blaming Others 60 40 65 
Catastrophising 66 75 68 
Positive Refocusing 51 48 41 
Putting into Perspective 56 33 54 
Positive Reappraisal 49 47 47 
Refocus on Planning 51 45 42 
Rumination 69 62 64 
Self-Blame 54 54 67 
 
Participant 3: 
The T scores for Participant 3 on the CERQ are illustrated in Table 12.   While assessing the 
thematic areas the changes in participant 3’s use of the following cognitive coping strategies 
was worthy of mentioning; ‘blaming-others’ was in the high range (60) at pre-intervention, and 
at post-intervention decreased to high average (57). A further drop (54) in usage was observed 
at the third timeline. The reduction in use may be attributed to working on self-reflective 
practices, rather than merely attributing blame to others. At the pre-intervention phase, 
Participant 3 scored in the average (51) range for ‘self-blame’, which illustrated a regular use 
of this cognitive coping strategy.  This increased to high range (59) at post-intervention, whilst 
at the third timeline scores were in the high average range (54). This may be attributed to 
parental anxieties around getting things wrong, resulting in lasting negative impact on the 
child.  At pre-intervention, the scores for ‘putting into perspective’ were in the average range 
(52), reflecting a regular level of use.  However, at post-intervention scores decreased to the 
below average (46), and the six-month follow-up decreased further to low (41). This may 
indicate that participant three maybe inclined to take family situations more seriously and 
having to relay knowledge to their partner may be more challenging than before or alternatively 
they might be more anxious after engaging in the intervention. However, scores for ‘refocus 
on planning’ which was below average (48) at the first timeline, reduced to the low range (40) 
of usage post-intervention, with usage elevating to the average range (51) at the follow-up 





Table 12: CERQ Scores: Participant 3 
    T-Score   
Theme Pre Post Follow-up 
Acceptance 43 56 48 
Blaming Others 60 57 54 
Catastrophising 60 63 60 
Positive Refocusing 48 38 44 
Putting into Perspective 52 46 41 
Positive Reappraisal 47 35 40 
Refocus on Planning 48 40 51 
Rumination 40 56 44 
Self-Blame 51 59 54 
  
Participant 4: 
The T scores for Participant 4 on the CERQ are presented in Table 13.  This participant 
demonstrated relatively steady usage of both adaptive and maladaptive coping strategies over 
the three time points. The one notable variance in usage was for ‘self-blame’ as at pre-
intervention the score for self-blame was in the high range (59).  However, this decreased to 
below average (44) at the second timeline, with a further reduction to the below low range (33) 
at the follow-up phase. This could be indicative of reduced feelings of guilt after the 
intervention, or alternatively an improved home situation after school year had commenced. 
Table 13: CERQ Scores: Participant 4  
    T-Score   
Theme Pre Post Follow-up 
Acceptance 46 43 57 
Blaming Others 40 40 40 
Catastrophising 47 39 39 
Positive Refocusing 35 53 48 
Putting into Perspective 46 56 58 
Positive Reappraisal 56 60 70 
Refocus on Planning 55 57 70 
Rumination 37 37 44 







The T scores for Participant 5 are shown in Table 14. When assessing the thematic areas at an 
individual level, the noticeable variances in T-scores were for ‘catastrophising’ and ‘positive 
refocusing’.  At pre-intervention, the scores for catastrophising were in the high range (58), 
reflecting a high level of use.  However, at post-intervention scores decreased considerably to 
the low (39), and the six-month follow-up found an average (50) use of this cognitive coping 
strategy. This may indicate that Participant 5 was better equipped to normalise difficulties after 
the parenting group and maintained this in the average range of their norm group. Usage of the 
other adaptive coping strategies remained in the average to high range, while the maladaptive 
strategies were consistently in the low to average range for the normal population.  
Table 14: CERQ Scores: Participant 5 
    T-Score   
Theme Pre Post Follow-up 
Acceptance 53 60 66 
Blaming Others 48 58 54 
Catastrophising 58 39 50 
Positive Refocusing 41 53 59 
Putting into Perspective 68 60 54 
Positive Reappraisal 60 47 56 
Refocus on Planning 70 62 62 
Rumination 37 54 44 
Self-Blame 48 54 51 
  
4.3.2 Group Assessment 
A repeated measures ANOVA was performed to assess the difference in thematic areas 
throughout the study period of pre, post and follow-up.  No significant results were obtained 
for the CERQ.  When looking at the overall group output (Table 15), substantive variance was 
noted across certain themes in terms of the mean and the standard deviation. For example, 
when focussing on Acceptance, a mean T-score of 43.20 was observed across the group.  This 
is below the average for the population. However, the high standard deviation (Std. 21.23) 
suggests that the score is quite variable and group members may deviate from 'average'.  This 





Conversely, for other thematic areas there was little deviation within the group.  For example, 
all participants’ scores were very similar in terms of self-blame, where all participants scores 
were similar (mean=53, S.D=4.06). The pen portrait of participants describes two individuals 
with a history of post-natal depression and one in the challenging parenting role of raising a 
child with high level of special need. It is clear that such issues could have a bearing on 
individual ability to assimilate new skills and knowledge which ultimately result in varied 
individual levels of acceptance within the group. Understandably, a small variance in self-
blame would suggest that parents attending interventions may have similar concerns regarding 
their parenting capacity mirrored in their use of self-blame as a coping strategy. 
Table 15: CERQ: Descriptive Statistics 







Theme Acceptance 40.00 16.61 43.20 21.23 46.00 19.30 
Blaming Others 52.00 8.49 49.00 8.77 54.20 9.12 
Catastrophising 54.40 10.16 51.20 16.80 55.20 11.08 
P. Refocusing 41.60 7.86 46.40 7.09 45.00 9.57 
Putting into 
Perspective 
50.60 13.59 46.00 12.10 49.80 7.76 
Positive 
Reappraisal 
51.00 6.89 46.80 8.90 50.60 12.68 
Refocus on 
Planning 
53.80 9.78 50.80 8.87 54.60 11.26 
Rumination 46.60 13.61 49.80 10.78 49.20 8.67 
Self-Blame 53.00 4.06 51.00 6.71 47.60 14.62 
  
4.4 The Tool to Measure Parenting Self-Efficacy (TOPSE) 
The TOPSE is a tool that was developed to measure parent’s self-efficacy.  It consists of 48 
self-efficacy statements that address six domains of parenting as follows:  
• emotion and affection  
• play and enjoyment  
• empathy and understanding 
• control, discipline and boundary setting  
• pressure of parenting  
• self-acceptance  





Parents indicate how much they agree with each statement by responding to a Likert scale from 
0-10, wherein 0 equates to completely disagree, 5 equates to moderately agree, and 10 equates 
to completely agree.  The sum of scores obtained from each theme can range from 0-60.  A 
change in scores for any section would suggest a change in the parent’s perception for their 
parenting ability in that domain of parenting.  High scores indicate good self-efficacy in 
parenting skills. 
4.4.1 Individual Assessment 
Participant 1: 
The scores for Participant 1 are represented in Table 16.  In assessment of the thematic areas 
at an individual level ‘pressure’ (35) of parenting was shown as a moderate level of concern 
for this participant at pre-intervention.  This was maintained at the post-intervention (35), with 
a slight decrease in parental perception of pressure (30) at the follow-up.  This may be 
indicative of the stressful challenges of parenting in general.  A steady improvement in 
perceived parenting ability was observed in the remaining areas of parenting, with ‘discipline’, 
‘learning and knowledge’ ‘play and enjoyment’ and ‘self-acceptance’, representing the greatest 
improvements post intervention.  This may be due to Participant 1 spending more quality time 
with his child, resulting in better relations, and improved overall boundary setting (Wiggins, 
Sofronoff & Sanders. 2009).  
Table 16: TOPSE Scores: Participant 1  
  Pre Post Follow-up 
Theme Control 41 45 54 
Discipline 40 42 54 
Emotion & Affection 58 56 60 
Empathy & Understanding 48 55 56 
Learning & Knowledge 40 50 59 
Play & Enjoyment 40 55 59 
Pressure 35 35 30 









The scores for Participant 2 on the TOPSE are represented in Table 17.  The profile for 
Participant 2 varied across the three time points, with slight improvements observed at post-
intervention in most parenting areas. However, improved self-efficacy in the various domains 
was not maintained at follow-up.  To reiterate, Participant 2 has a child with special needs who 
requires very high levels of care.  This could have a bearing on her ability to maintain self-
efficacy in improved parenting skills (Bloomfield & Kendall, 2012)). The themes which 
demonstrated a drop in perceived capabilities at six-month follow-up include ‘emotion and 
affection’, ‘empathy and understanding’ and play and enjoyment’.  This may be indicative of 
high stress levels which prevent this participant from building on the knowledge and skills 
acquired from the intervention.       
Table 17: TOPSE Scores: Participant 2 
    Pre Post Follow-up 
Theme Control 29 37 26 
Discipline 26 22 21 
Emotion & Affection 38 41 12 
Empathy & Understanding 26 42 15 
Learning & Knowledge 31 46 39 
Play & Enjoyment 34 36 15 
Pressure 27 42 33 
Self-Acceptance 33 44 31 
  
Participant 3: 
The scores for Participant 3 on the TOPSE are illustrated in Table 18.  A steady improvement 
in perceived parenting ability was observed for parent three across many themes. When 
assessing the thematic areas at an individual level, the greatest increase was found to be in 
‘control’ and ‘discipline’, followed by ‘play and enjoyment’ and ‘self-acceptance’. This 
suggests that after partaking in the parenting programme Participant 3 invested more quality 
time with their child and self-regulation.  This had a positive impact on discipline and control 
in the home.  However, low scores for perceived ‘pressure’ indicates that the intervention did 






Table 18: TOPSE Scores: Participant 3 
    Pre Post Follow-up 
Theme Control 13 15 30 
Discipline 5 18 25 
Emotion & Affection 60 56 56 
Empathy & Understanding 40 42 45 
Learning & Knowledge 41 45 45 
Play & Enjoyment 31 39 40 
Pressure 16 12 15 
Self-Acceptance 33 35 40 
  
Participant 4: 
The TOPSE scores for Participant 4 are represented in Table 19.  It demonstrates an increase 
in self-efficacy for most parenting domains identified in the questionnaire.  After attending the 
intervention, an increase in scores at the three time points was observed across five domains, 
indicating Participant 4’s improved parenting ability. In addition, a decrease in scores for 
‘pressure’ suggests a reduction in self-efficacy of parental pressures from pre-intervention to 
follow-up.  This indicates that this participant’s capacity to manage the pressures of parenting 
had lessened after the intervention. Unfortunately, with improved knowledge and learning 
comes greater sense of responsibility.  This can translate into greater parental pressure 
(Bloomfield & Kendall, 2012). 
Table 19: TOPSE Scores: Participant 4 
    Pre Post Follow-up 
Theme Control 10 52 57 
Discipline 15 37 60 
Emotion & Affection 36 51 60 
Empathy & Understanding 14 52 60 
Learning & Knowledge 32 57 60 
Play & Enjoyment 38 43 60 
Pressure 50 30 30 








The scores for Participant 5 on the TOPSE are represented in Table 20.  The prominent change 
at an individual theme level was recorded for ‘pressure’, with the sum of scores decreasing 
from pre-intervention, through post-intervention and at follow-up.  This indicates that this 
participant had reduced self-efficacy in the domain of parental pressure. As previously 
discussed, levels of stress may increase because of improved knowledge around 
relationships.  Apart from this, there was minimal deviation in scores for Participant 5 across 
the various time points.  This suggests the intervention has limited impact on parenting ability 
of this participant.   
Table 20: TOPSE Scores: Participant 5 
    Pre Post Follow-up 
Theme Control 41 47 43 
Discipline 48 48 55 
Emotion & Affection 54 55 57 
Empathy & Understanding 55 52 56 
Learning & Knowledge 58        58 55 
Play & Enjoyment 56 58 60 
Pressure 52 40 31 
Self-Acceptance 56 56 57 
 
  
4.4.2 Group Assessment 
A repeated measures ANOVA was performed to assess the difference in thematic areas 
throughout the study period of pre, post and follow-up.  No significant results were obtained 
for the TOPSE.  When looking at the overall group output (Table 21), significant variance was 
noted across certain themes in terms of the mean and the standard deviation. For example, 
when focussing on Control and Discipline, a mean score of 39.20 and 33.40 respectfully, was 
observed across the group.  This indicates low to moderate efficacy in these parenting domains. 
However, the high standard deviation (Std. 14.57, 12.92) suggests that the score is quite 
variable and group members may deviate from 'average'.  This can be seen in Participants 1and 
5 who were at the higher end of the scale throughout the study. Alternatively, for other thematic 





19) where all participants scores where similar. Participants 1 and 5 also appear to have a 
relatively good level of discipline and control in their home environments at the outset of the 
study. The pen portraits of both participants revealed no discernible personal issues prior to 
attending the family and child services, which suggests that they had relatively normal levels 
of parental self-efficacy from the onset.   
 
Table 21: TOPSE: Descriptive Statistics  







Theme Control 26.80 14.84 39.20 14.57 42.00 13.87 
Discipline 26.80 17.60 33.40 12.92 43.00 18.45 
Emotion & Affection 49.20 11.37 51.80 6.38 49.00 20.76 
Empathy & 
Understanding 
36.60 16.61 48.60 6.15 46.40 18.42 
Learning & 
Knowledge 
40.40 10.83 51.20 6.06 51.60 9.21 
Play & Enjoyment 42.20 11.14 46.20 9.78 46.80 19.72 
Pressure 36.00 15.28 31.80 12.01 33.80 16.30 
Self-Acceptance 42.20 9.93 48.00 8.69 49.60 13.32 
 
  
 4.5 Overall Summary of Results 
Descriptive statistics were used to examine the scores on the CBCL, CERQ and TOPSE for 
each participant individually at the three time lines.  The rationale for this was to ascertain the 
impact/if any of the parent group intervention on children’s behaviours and emotions, cognitive 
coping strategies, and parental self-efficacy.  An analysis of the group (n=5) was also 
conducted to assess the total effectiveness of the intervention.  For the CBCL, four of the 
participants were found to be within the clinical range for internalised (anxious/depressed, 
withdrawn) and externalised symptoms (aggression and attention problems) which suggests 
that their children have difficulties with behaviour and emotional problems.  Considering the 
pen portraits of these parents reveal a history of post-natal depression, along with challenging 
parental roles of raising a child with special needs.  Such issues are prevalent among those 
within the clinical range of the CBCL. In addition, the two remaining parents displayed a 





repeated measures ANOVA performed to further elucidate the total effectiveness of the 
intervention demonstrated a significant difference for sleep patterns, aggression and attention 
problems. This indicates that the intervention has a positive impact on sleep and externalised 
symptoms at a group level.   
The CERQ provided an overview of participant’s usage of adaptive and maladaptive cognitive 
coping strategies.  On an individual basis, the profile for the parent with a child with special 
needs highlighted an increased usage of maladaptive strategies and reduced usage of adaptive 
ones. Overall, the remaining participant’s profiles demonstrated they increasingly engaged in 
adaptive strategies, with a notable increase in maladaptive coping strategies, such as blaming 
others and self-blame. Ultimately the intervention had a varied impact on participants’ use of 
cognitive coping strategies. Analysis of the group showed no significant change in thematic 
areas throughout the study period. A similar pattern was observed by the TOPSE questionnaire 
which measures parental self-efficacy levels.  Four participants demonstrated improved self-
efficacy in identified areas of parenting across the study period, except for parental pressure, 
which increased for all participants. Comparable to the other questionnaires, the parent of the 
child with special needs displayed a decline in self-efficacy in most domains of parenting 
highlighted, apart from learning and knowledge. Again, no significance was attained from the 
group analysis.  Although varied impact was observed for the intervention throughout the study 
period, the use of the questionnaires was justified for their capacity to highlight parents who 















4.6 Qualitative Analysis 
4.6.1 Introduction   
The aim of the research was to explore parental experiences of attending the emotion regulation 
parenting intervention and to gain an understanding of clinician’s views and experiences 
regarding the process of developing and delivering the parenting programme. This chapter will 
present the thematic analysis results of the eight interviews conducted.  The analysis identified 
four themes within the parent interviews and three themes identified within the clinican 
interviews, as summarised in Table 22. Illustrated by excerpts from the data, an analysis of the 
parental interviews will be presented firstly, and followed by analysis of the clinician 
interviews. The chapter will conclude with a synthesis of themes which highlight convergence 
and divergence within the data set.  
Table 22: Participants Themes and Sub-themes 








Understanding the Impact of 
The Parent Child Relationship 
 
Repair and Containment 
 
Building Reflective Capacity 
 
2. Relationship with Self and Others 
 



















4.6.2. Executive Summary of Parental Themes 
Three main themes emerged from interviews with parents involved in the ER parent 
intervention, including recommendations for the programme.  Within these main themes, sub-
themes also emerged and were described.  The main themes brought to light in the data set 
were ‘co-regulation’, ‘relationship with self and others’, and ‘group experience’.   
The main theme of co-regulation underscored the benefits of knowledge and skills parents 
acquired from the intervention, including greater awareness of attachment, the use emotional 





The main theme of relationship with self and others refers to the internal processes of parent’s 
emotional worlds and their capacity for self-regulation.  Such capacities are enhanced when 
individuals engage in self-care techniques to assist in managing their emotions and challenges 
of parenting.  Parents discussed the benefits of self-care practices including mindfulness and 
making space for ‘personal time’ in their hectic schedules.   
The main theme of ‘group experience’ identified participant perceptions of the beneficial 
aspects of the group intervention including peer support, validation of difficulties, and 
developing the capacity for self-reflection.   
Finally, parents suggested recommendations based on their experiences of the parenting group, 
which included extending the group sessions and greater video footage within the course 
curriculum. 
4.6.3 Main Theme 1: Co-regulation 
Table 23: Main Theme 1 - Co-regulation 
Theme P1 P2 P3 P4 P5 
 
Emotional Literacy 
√ √ X X √ 
 
Repair & Containment 
√ √ √ √ √ 
 
4.6.4 Summary of Main Theme: Co-Regulation 
The superordinate main theme of ‘co-regulation’ was present in all parental interviews. This 
theme emphasises the value parents placed on the knowledge and new skills acquired from the 
parenting programme. Parents reported a greater awareness and understanding of discussing 
emotional states, and observed that the adoption of emotionally reflective language had resulted 
in improved interactions in the parent/child dyad.  Parents’ capacity to attune to their children 
was also enhanced by spending quality time with them and providing positive attention. 
Engaging in repair following negative interactions enables co-regulation to occur and assists 
children in understanding their emotional worlds.  Additionally, participants spoke about an 
increased awareness of how heightened parental emotional reactions had a negative impact on 
children’s behaviours, and how improved parental emotional reaction regulation generated a 






Sub-theme 1: Emotional Literacy  
Participants provided detailed descriptions of the impact of using language to discuss emotions. 
They spoke about how they approached situations in the past and the difference that engaging 
in repair has had on their children’s emotional states.  Participant 2 spoke about how she now 
uses reflective emotional language to communicate with her children and partner. Engaging in 
this mode of communication models emotional literacy and normalises the discussion of 
emotional states in the home, therefore encouraging her children to be open about their feelings:  
“I communicate more with my children and have a greater awareness around 
emotions…speaking about emotions to my partner more and this gives kids language 
on how to express their emotions.” 
        Participant 2 
 
Parents also addressed the importance of validating their children’s emotional experiences and 
the impact of this on their family. Using language to assist children in understanding their 
emotional states enables them to recognise and reflect on their feelings.  Consequently, they 
are able to use this language themselves to make sense of the world.  Participant 1 observed 
that his daughter is now implementing the use of reflective language to express her feeling:   
“…speaking about and acknowledging emotions when they happen… reassuring xxx 
that I’m am there…doing repair work.  I have noticed that my daughter is using the 
language herself; she is like a sponge.” 
        Participant 1 
One parent mentioned that previously whenever her child was upset, the crying would go on 
for hours. But acknowledging and validating her son’s emotional state has resulted in different 
reactions, and he appears to process heightened emotions and has the capacity to soothe more 
easily:   
“Now when I see him crying, I say that I can see you are sad – this changes his reaction, 
the difference is indescribable before it would go on for hours…” 
        Participant 5 
An important point which was echoed throughout the interviews was increased understanding 





actually going on for children was a central concept message. Parents realised the value of 
observing, waiting, and learning about what lay beneath behaviours, as opposed to reacting to 
the behaviour: 
“Having the understanding that behaviours have meaning meant a lot to me and my 
family.” 
        Participant 2 
Participant 5 revealed she had tried many strategies to improve her son’s behaviour at home 
and at play-school. She explained that behavioural charts had been useful for a while, but that 
after a brief time they had ceased to be effective.  Once she was aware of the alternative 
approach of considering the underlying cause of his behaviours however, the chart approach 
appeared to work much better for her and her child: 
“I tried everything, from behavioural charts to treats…it worked for a time; then it 
didn’t.  Now I have been given the proper tools and it has a huge impact on how I am 
with my son and how his is behaving.” 
        Participant 5 
Sub-theme 2: Repair and Containment 
In addition to adopting the strategy of emotional literacy, parents also began to identify the 
function of their child’s behaviour. Participant 4 described how she engaged in ‘repair work’ 
after disciplining her daughter. She consequently found that her daughter was better regulated 
and more open to discussion, which gave rise to a feeling of bondedness between the dyad. In 
this way, while the daughter remained upset, the parent provided containment and security to 
the child.  Subsequently she communicated with her mother and was comforted by their 
connection.  The mother described being able to bond with her child as “being lovely”:   
“You need to recognise how they are feeling rather than just putting them on a bold 
step… once she calmed down after being chastised, she began talking about the other 
things… The two of us just lay in the bed and she continued to cry, but it was fine.  To 








Another aspect of engaging in repair work is the capacity to process feelings such as guilt, 
following negative interactions.  Participant 3 observed that engaging in repair work after big 
arguments had had a positive impact as on her own wellbeing. By reconnecting after a rupture, 
both parent and child benefit:    
“I felt awful guilty…the next morning I went and said that I was cross and upset.  I 
engage in repair work after a big fight and this makes both of us feel better…”  
        Participant 3 
 
Parents discussed the issues of investing quality time in their children and building that bond.  
Although there are many challenges and responsibilities associated with parenting, participants 
spoke about making space within hectic schedules to just be with their children.  One mother 
explained how she manages household chores to spend time playing with her children.  She 
describes the positive impact this as on her home as follows:  
“At the end of the day, I thank xxx for the day and things such as playing with me and 
helping me.  Consequently, he will have a beaming face and then he goes off to sleep.  
It is wonderful to see. I’m less house proud but it is a happier house” 
        Participant 5 
 
Another parent commented on how important it is to invest time in children, and to be mindful 
of creating that space for this within hectic schedules.  Acknowledging that spending quality 
time with children will benefit future relationships, she observed:   
“I realise it is important to give the time to kids and to make space for that. What you 
do now will pay back in the future… investing time in all your children.” 
        Participant 1 
To reiterate, there are many responsibilities attached to parenting.  However, a higher level of 
care is required when caring for children with special needs. Participant 2 spoke of the 
challenges of caring for three children, in the light of the particularly high levels of attention 
required by her eldest son. As this child has both a physical and intellectual disability, it is 





on the positive impact of giving time and attention to the other children when they return from 
the hospital with her eldest son:   
“Giving attention to the other kids when I return from hospital works great” 
         Participant 2 
 
In addition to spending quality time with their children, participants spoke about having an 
increased awareness of how their emotional reactions can impact on their children’s 
behaviours.  One parent spoke about how previously she would jump in and ask questions when 
during an altercation. Having come to realise that their children’s reaction is influenced by how 
they approached the situation, they now try to approach interactions in a calmer manner, 
consequently resulting in a more positive interaction: 
“Once I’m calm rather than rushing in asking questions…my approach has changed. 
Now there is more of a flow rather than getting stuck.” 
        Participant 5 
When children observe their parents being anxious they are prone to mirror similar reactions. 
Participant 3 stated that when her children notice that she is stressed, they are inclined to mirror 
their reactions. This confirms that children recognise and react to their parent’s emotional 
states: 
“I have realised that when I’m up to ninety, the kids are too.  I don’t want that to happen 
and I’m working on that.” 
        Participant 3 
Once interactions are adjusted, parents found a change in how they are with their children.  
Subsequently, when parents are more regulated their children’s behaviours improve.  The 
feeling of containment in the group allowed parents to make these insightful discoveries and 
acknowledge that it was necessary for they themselves to change their approach. This 
realisation of this was difficult for parents.  However, using the group process parents have 
developed a greater awareness of how regulating emotions can result in a reduction of 





“At the start, I thought my son was out of control, but now I realise that it was the way 
I was dealing with him.  That is not an easy thing to say…once the emotions are settled, 
the behavioural stuff works better.” 
        Participant 5 
The empowerment and relief gained by altering interactions with their children and being 
mindful of their emotional reactions was epitomised by Participant 4’s realisation:  
“It’s all down to me…it was that I did not know how to deal with my child.  I’m more 
in control, calmer, and delighted that we can move on without the guilt.” 
        Participant 4  
 
4.6.5 Main Theme 2: Relationships with Self and Others 
Table 24: Main Theme 2 - Relationships with Self and Others 
Theme P1 P2 P3 P4 P5 
Relationship with Self 
and Others 
√ √ √ √ √ 
 
 
4.6.6 Summary of Main Theme: Relationship with Self and Others 
The main theme of relationship with self and others was present in all the interviews.  A 
prominent thread throughout the interviews related to relationships with one’s self.  Parents 
referred to the internal processes of their emotional worlds and their personal capacity for self-
regulations. They described how their emotion states has an impact on their interactions with 
others and discussed the importance of engaging in self-care and the impact this has on their 
ability to manage their emotions. They also spoke about the realisation that engaging in self-
care activities enables them to cope better with the challenges of parenting. The forms of self-
care referred to included mindfulness practices, accessing support-systems, and ring-fencing 
‘personal time’ in busy schedules.  Participants also addressed the impact of their attempts to 







 Sub-Theme 1: Relationship with Self  
The importance of engaging in process that alleviate pressure and rejuvenate individuals was 
echoed by all parents. The recognition that it is necessary to take care of ourselves, so that we 
are able take care of others was highlighted. As previously mentioned, Participant 2 frequently 
attends hospital with her eldest child.  As such she recognised the importance of availing of 
their support system on a regular basis and spoke about accessing supports beyond the specific 
situations, such as hospitalisation of their eldest son.  This was illustrated in the following 
segment: 
“I can recognise that it is ok to ask for assistance beyond these situations…reaching 
for support systems… when you are in the aeroplane, first put the oxygen on yourself 
before attending to the child.” 
                                                                        Participant 2 
This participant also spoke about how engaging in self-care practices, such as mindfulness, 
has a positive impact on the quality of sleep.  This confirms that parents are more equipped at 
recognising situations when they are feeling less overwhelmed and familiar with the 
appropriate supports to put in place:  
“Now I take more time out for myself and walk away when I’m unable to face 
things…doing mindfulness at night has improved my sleep.” 
        Participant 2 
 
Engaging in self-care practices enables parents to manage the challenges and stresses of 
parenting as making space for self-care enhances our capacity to regulate our emotional 
reactions within ourselves and towards our external world.  Relaxation techniques such as 
breathing exercises, generates a momentary reflection to observe dynamics before reacting to 
situations. This was typified by Participant 3 who derived comfort from drinking coffee more 
mindfully and by using breathing exercises when feeling anxious. She also confirmed that her 





 “The self-regulation meant the most to me…using breathing techniques.  Once I 
found that I was regulated, then the kids were more relaxed.”   
“Stopping and taking the time to enjoy the cup of coffee, the smell, taste, and texture, 
before you realise it is gone…” 
        Participant 3 
The value of the capacity to regulate emotional states was further emphasised by Participant 5 
who discussed the positive impact being self-regulated had on their child who had subsequently 
became calmer and reflected the parent’s reactions. Additionally, this participant reporting an 
improved sense of identity after employing techniques to assist self-reflective practice: 
“When I stop and self-regulate, then my son is calm…there is not a bother on 
him…you kind of find a bit of yourself again.”  
          Participant 5 
Another participant spoke about the benefits of mindfulness and acknowledged the importance 
of making space for personal time. After attending the course, he had come to realise the 
importance of having ‘me-time’ without feeling guilty about it and decided to rescheduling 
work commitments to be able engage in activities that he enjoys:  
“The mindfulness makes such a difference… I need to spend time doing my stuff and 
not feeling guilty about putting the kids into the crèche occasionally…I’m rearranging 
stuff at work to enable me to do this.” 
         Participant 1 
Sub-theme 2: Relationship with Others 
Parents drew attention to the many challenges of educating partners on course material.  One 
parent spoke about the impact of implementing changes to parenting practicing and the need 
to explain the rationale for adopting different techniques to their partner. Ideally, it would be 
preferable for both parents to have a similar understanding and approach when implementing 
change to parenting practices as conflicts can arise when one parent does not fully comprehend 






“Dealing with a lot of people’s emotions beyond the child and one’s own…having to 
explain it to your partner, and them not getting it, and then feeling judged.”  
         Participant 1 
This pressure was echoed by other participants who stated that their partners were using a 
‘different hymn sheet’ when it came to changing old patterns of behaviours.  Delivering the 
teachings from the course and ensuring that both parents adhere to the same approach is clearly 
a significant challenge: 
“My husband is on a different hymn sheet – he has not put knowledge into practice.  
He finds it too much of a challenge so he does what we would have always done… I’m 
talking to the children, and to him, and it is exhausting! “ 
         Participant 2 
Another participant reported that while their partner had attempted to implement new strategies 
at the outset, in recent times he had resorted to his familiar habits of dealing with their children 
in times of conflict:   
“He was good at the beginning - then fell back into old patterns.”   
        Participant 5 
 
The positive impact on participant’s relationships with their children was discussed at length. 
Parents spoke of the course impact on strengthening the bond they have with their children.  It 
emerged that strategies which enhance relationships and connections increase parental self-
efficacy and enjoyment in their capacity as caregivers:   
“I get more satisfaction as I’m building more of a relationship with the kids… I’m 
talking to them a lot more, and I feel much better about myself as we are not fighting 
as much.” 
          Participant 3 
 
The ability to build trust within a relationship is particularly important.  Participant 4 reported 
positive effects from altering their interactions with their child. Consequently, there was a 





positive impact of this was reflected in enhanced trust and open communication.   Previously 
Participant 4 had experienced multiple ruptures in the relationship, resulting in breakdown in 
communication and emotional dysregulation:  
 “Getting my daughter’s trust was one of the main things…she would never have 
opened up to me like that in the past.  Before, there would be a roaring match. I 
would feel terrible, and the looks on their faces used to break me.” 
        Participant 4 
 
4.6.7 Main Theme 3: Group Experience 
Table 25: Main Theme 3 -  Group Experience 
Theme P1 P2 P3 P4 P5 
Peer Support 
 
√ √ √ √ √ 
Facilitates Learning 
 
X √ √ √ √ 
 
4.6.8 Summary of Main Theme: Group Experience 
The main theme of group experience was present in all parent participant interviews.  
Participants reported that joining in a group intervention was a positive experience. They 
emphasised the collective support they received from each other in the form of shared 
experiences, reflective capacity, and validation for the challenges of parenting.  They also 
discussed how the group experience facilitated learning and teaching from the intervention was 
consolidated by being in a group based setting. Additionally, they reiterated the importance of 
the delivery of the course material in a relaxed, non-judgemental environment, in which 
facilitators provided a secure base for them to engage in self-reflective work.  
 
Sub-theme 1: Peer Support 
Participants referred to the support they experienced as part of the group.  Fellow participants 
exchanged stories and advice in an open and supportive manner. Parents found this experience 
normalised the difficulties attached to parenting. Moreover, the knowledge that other parents 





“Great advice from other parents as to what to do in different situations.” 
         Participant 2  
 
“Hearing other parents talking about their experiences, and that this happens, 
normalises the behaviour and you realise others are experiencing similar difficulties.”   
         Participant 1 
The Participant 3 explained that everybody was welcome to share their experiences with the 
group if they wished to do so, but that there was no pressure to contribute, and people could do 
so if they felt safe: 
“Everyone was supportive and welcoming.  Everybody spoke freely and there was no 
pressure for people to speak, and they did at their ease.” 
        Participant 3 
Discussing issues in a group setting provided the opportunity to reduce feelings of isolation, 
engender group identity, and provide validation and normalisation of their experiences. This 
enabled parents to gain a different outlook of their child’s problems. Having the shared 
experience of the group setting enabled parents to approach their difficulties with a broader 
perspective: 
“I thought my issues were huge. Once I sat down and discussed them in the group, I 
realised that they were not as big as I thought.” 
        Participant 5 
 
“I came in with worry that there might be something wrong with my 
daughter…sometimes you must step back and hear it from an outside perspective.” 
        Participant 1 
Meeting fellow parents experiencing difficulties enabled several parents to gain a different 
perspective on their own situation. Participant 4 came to the realisation that their personal 
circumstances was not as challenging as some peers in the group. Acknowledging that this 





“Sometimes you feel that maybe I don’t have as much difficulty as others…this give 
me a pick up.” 
         Participant 4 
 
The prospect of attending group-based intervention can be daunting.  People can be reluctant 
to engaging in this form of intervention, as they may feel unsafe or vulnerable. One participant 
admitted that she hesitated when she was invited to attend the programme.  Nevertheless, 
having had the experience of participating in group interventions, she confirmed she would be 
open to availing of similar group-based support in the future, should the need arise: 
“I was reluctant when I got the letter.  If anything like that was to happen in the 
future, I would be more open to it and would not hesitate to engage in group work in 
the future.”  
        Participant 5 
 
To reiterate; the capacity for reflection and personal insight can be enhanced in group-based 
interventions. Participant 3, for instance, realised her propensity of being self-critical.  This 
awareness came about by listening to fellow-group members.  The attachment dynamic in the 
group provided a secure base which allowed for emotional states to regulate and assisted 
Participant 3 in her ability to be aware of her internal critic.  This demonstrates how the group 
provided containment for individual members to engage in self-reflective work: 
“I have learned I am very hard on myself… listening to the group, they would always 
say when I spoke, that I was blaming myself.” 
         Participant 3 
 
Sub-theme 2: Facilitates Learning  
Participants observed that their experience of being part of a group made the learning more 
accessible. The group discussions around course material facilitated learning and 
understanding on deeper level: 





         Participant 2 
One parent commented on how merely reading the course material at home was not adequate 
to grasp the complete meaning of the group intervention. Yet this was all her partner could do.  
As a result, Participant 4 reported that her husband understood just a fraction of the course 
curriculum.  This further underscores the necessity of being part of the actual group process in 
order to fully understand course material:  
“The understanding comes when you are sitting in the group rather than just reading 
the material at home…I feel like there is one and a half parents singing from the same 
hymn sheet.”         
Participant 4 
 
Participants also perceived that the calm environment in which the programme was delivered 
was condusive to learning.  They reported the format of delivery as beneficial for learning:   
“The teaching was put across so easy and learning in a relaxed format was great.” 
          Participant 5 
 
The facilitators provided a secure base that allowed participants to engage in exploratory work 
in a relaxed and supportive environment. Participant 3 felt apprehensive about joining the 
group late due to her child being ill in the first week.  However, having facilitators who were 
approachable and who provided reassurance enabled her to continue with the programme: 
“I was dreading going to the course… I missed the first week due to my child being 
sick.  The facilitators were very approachable…I never felt judged and that made such 











4.6.9 Main Theme 4: Recommendations 
 
Table 26: Main Theme 4 – Recommendations 
Theme P1 P2 P3 P4 P5 
Parental 
Recommendations 
√ √ √ √ √ 
 
4.6.10 Summary of Main Theme: Parental Recommendations 
The participants offered some advice and indicated recommendations for the improvement of 
the emotion regulation group intervention.  The recommendations from the parents include the 
participation of partners and for expanded course length and curriculum.  
 
1: Recommendation for Partners Involvement 
A common theme emerging from the parental interviews were the challenges to implementing 
changes at home.  One of the main issues was the need to relay the knowledge and information 
from the group intervention to their partners.  Participants reported that their partners were not 
being fully committed to making changes at home, which resulted in further work and 
exhaustion for parents who had attended the course: 
“I feel like I’m going back to how I used to do things because my husband 
automatically slots into doing the old way…it is exhausting.”    
        Participant 2 
Another parent alluded to the challenges of the work-life balance, stating that life in general 
is busy, and how this can impact on parents being in unison in relation to parenting skills.  It 
is necessary for both parents to be sending the same messages to their children: 
“The big challenge was that both parents were not in synch…hectic life schedules, 
and getting a balance between the work and home life.”  





A unanimous recommendation from parents was for both partners to attend the group 
intervention.  To this end, the practicalities of work commitments were discussed and possible 
solutions generated for parents to work around this included evening sessions, partners 
attending the programme, or being present for key sessions, and the option for parents attending 
the course at different times.   
“It would be brilliant if partners and husbands were part of the group…  If they could 
come in even for part of the programme or attending at a different time that would be 
helpful.” 
        Participant 5 
Bearing in mind that the obligations of busy lives affects both parents attending at the same 
time, participant four stated that it is ultimately an investment in children’s wellbeing.  
My only thing would be to have both parents involved, as it is an investment in your 
child. 
         Participant 4 
 
2: Recommendations for Course Curriculum 
Parents proposed several recommendations they believed would improve the group 
intervention delivery.  Firstly, the length of the session time found to be was too short for the 
volume of information delivered within a two-hour slot. Secure attachment and emotional 
regulation skills develop over years of repeated experiences of containment, soothing, 
responsiveness, and rupture-repair. Parents recommended extending the length of the weekly 
sessions as understandably, they found receiving so much information in a relatively short 
space of time somewhat overwhelming:  
“I felt the 2 hours flew and I just didn’t the opportunity to read the notes after.” 
        Participant 3 
 
“…if the sessions were longer. I found it a lot of information in the one sitting.” 






One participant explained that there was not enough time to absorb all the information from 
the group intervention, and confirmed that she would welcome the opportunity to repeat 
participation in the programme. This draws attention to the need for refresher days or courses 
to consolidate long term implementation of new parenting practices:  
“There wasn’t enough time to take in all the information. I could take the course again 
as it was very valuable.” 
        Participant 2 
Suggestions from parents on how to enhance the course curriculum itself included adding more 
visuals, such as video clips, for the group.  Such videos could also be used as an easily 
accessible post-course reference guide or as a refresher tool:  
“Film clips to illustrate information at home or having a reference to access later.” 
        Participant 1 
 
4.6.11 Executive Summary of Clinician Themes 
Three dominant main themes emerged from the clinician’s interviews.  Within these main 
themes numerous sub-themes were also referenced.  
The main theme of ‘relationship approach’ was identified in the data set.  This refers to the 
importance clinicians placed on relationship quality and strategies such as mindfulness 
practices, developing reflective capacity, and expressing emotions via language, were 
discussed.   
Another dominant theme concerned ‘parent’s motivation to change’.  Here, the clinicians 
echoed the importance of enhancing the screening process by holding individual interviews 
with parents and using reflective screening measures to assess individual motivation to engage 
in parenting interventions.   
The further main theme of impact on clinicians was also identified. This underlined the 
importance placed on clinical competencies within group facilitation and the impact expanding 





they engaged in their own reflective work and underwent training in personal mindfulness, in 
addition to adopting mindfulness practises into their clinical work. 
 
4.6.12 Main Theme 1: Relational Approach 
Table 27: Main Theme 1 – Relational Approach 
Theme Clinician 1 Clinician 2 Clinician 3 
Understanding the Impact of The Parent 
Child Relationship 
√ √ √ 
Building Reflective Capacity 
 
√ √ √ 
 
4.6.13 Summary of Main Theme 1: Relational Approach 
The main theme of relational approach was present in all three interviews. This theme addresses 
the emphasis that the clinicians placed on relationship quality. To this end, they highlighted the 
importance of tackling difficulties in the relationship rather than focusing exclusively on 
modifying surface behaviours. The psychological educational aspect to the programme aims to 
teach parents about the origins of the capacity to regulate emotional states, which begins in 
infancy and continues throughout childhood and adulthood.  Additionally, clinicians discussed 
strategies that assist with self-regulation and are likely to have a positive impact on struggles 
within the parent-child relationship. The strategies adverted to within the relational approach 
included using language for emotions, mindfulness techniques, developing reflective capacity, 
and engaging in repair following ruptures in the relationship.  
Sub-theme 1: Understanding the Impact of the Parent Child Relationship  
The concept of emotion regulation from a theoretical perspective was discussed.  Clinicians 
used attachment theory to illustrate this concept, explaining the importance of the parent-child 
relationship.  When parents understand and experience healthy attachments in their 
relationships, this translates into enhanced management of their own emotion (i.e. self-
regulation) and a capacity to self-soothe.  A thorough knowledge of attachment theory is 
essential to co-regulation. Although this occurs naturally in relationships, ruptures in the 





the capacity to self-soothe and how this evolves via relationships with a significant other, such 
as within a parent-child or romantic relationships.  Clinician 1 captures the rationale for using 
an attachment lens: 
“For many parent’s, attachment had not fully been explained...how our early 
beginnings support our capacity to attach, and how when we are attached and attuned 
to a significant other, this enables us to experience the ability to self-soothe at an early 
age.”  
         Clinician 1 
Clinicians discussed the importance of addressing difficulties within relationships, as so doing 
helps parents to approach behavioural difficulties with a broader understanding. It also enables 
parents to develop an awareness of when they are engaging in old habits, such as locating the 
problem within the child rather than within the relationship.  Moving beyond a focus on 
behaviour facilitates parent contemplation of what is going on in the relationship and how best 
to approach this. Clinician 1 describes this as:  
“Shifting away from that concept of behavioural problems, where the child is always 
the problem, to looking at what is going on in this relationship, and wondering what 
can be done differently.” 
         Clinician 1 
The rationale for designing the parenting programme was to provide an intervention that 
catered to the needs of parents using a relationship-focused lens rather than a behavioural one. 
The aim of the programme was to provide a group intervention which addresses emotional 
dysregulation difficulties, using clinician’s expertise in the area of attachment and Infant 
Mental Health:  
“…designing the programme that reflects the work we do in the service, that is 
relationship based, looking at the co-regulation between parent and child, and the 
opportunity to bring in the learning that we have from our work”. 
         Clinician 2 
One clinician referred to the misconception of many parents that children are the central focus 





need to be treated, rather than one which sees themselves and the relationship as part of the 
solution and intervention. There appears to be a belief that clinicians have the capacity to ‘fix’ 
children, rather than understanding the vital role each parent has in the healing and repair. 
“There is an understanding amongst parents that they are going to drop the child off 
to you, and they want you to fix the issue.” 
               Clinician 3 
To reiterate; the focus of the group intervention was to look beyond children’s behaviours.  
Instead, the fundamental aim of the programme was to assist long term change, rather than 
short term gain, by modifying problem behaviours only.  The benefits of a relationship-focused 
approach endure by way of enhanced emotional wellbeing for both parents and children.  
Clinician 3 advocates such an approach in helping parents to overcome problems:  
“…didn’t want to look at surface behaviours and changing them. We are strong 
advocates of the importance of relationship and attachment being the foundation of a 
lot of difficulties that emerge.”  
         Clinician 3 
Sub-theme 2: Building Reflective Capacity 
Clinicians discussed the various strategies incorporated in the parenting programme including 
developing reflective capacity and using language to describe emotions.  When parents 
embrace, and put these concepts into practice it facilitates a greater awareness of how they are 
feeling. This awareness enables parents to reflect on how they are emotionally, rather than just 
reacting to the situations.  Patterns of behaviour soon become apparent once some space is 
allocated to decipher the overall picture.  Engaging in these strategies enhances parent’s ability 
to develop the capacity for self-reflection.  Clinician 1 summarises this view: 
“for the first time, they can pause and reflect on what has been happening…they now 
had a new skill, giving language to [emotion] meaning and building reflective-
emotional language.”   
         Clinician 1 
In terms of parenting skills, the importance of self-reflection was presented as an important 





for self-reflection, as opposed to concentrating on the child’s difficulties. Clinician 2 reflects 
on this:  
“It is not so much about the complexity of the child’s presentations…it is about the 
parental capacity for self-reflection.”  
         Clinician 2 
Clinician 3 additionally spoke about the significant impact of parent-to-parent experiences in 
facilitating group learning. Parents have a wealth of expertise and this knowledge is able to be 
shared in a collective way within the group:  
“Her three children who had kicked off, after naming their emotions…calmed down 
and the situation resolved more rapidly than norm.  She shared this with the group and 
the other parents heard the message.”      
         Clinician 3 
The benefits of mindfulness techniques were emphasised in the interviews. Clinicians affirmed 
the positive impact of incorporating mindfulness into the curriculum of the programme. 
Practicing mindfulness allowed parents to ‘just be’ and provided a space for contemplation and 
reflection and influenced parents’ ability to develop the capacity to be self-reflective. Clinician 
3 referred to the importance of developing mindfulness as a practice that can help in building 
reflective capacity and lead to greater self-regulation: 
“Mindfulness definitely worked and was a great exercise in how to self-regulate.” 
          Clinician 3 
Not only does mindfulness assists in parent’s ability to self-reflect, it allows them to engage in 
certain aspect of self-care. Clinicians noted that for many parents that the opportunity to 
participate in self-care had drastically reduced since they had children.  Consequently, when 
parents were feeling overwhelmed they found it difficult to regulate themselves.  This in turn 
has a negative impact on the family.  Practicing mindfulness exercises within the group setting 
allowed parents to be more self-compassionating about the stresses of parenting. In addition, it 
provided a space for parents to reflect on how little time they spend nurturing themselves. 





“Mindfulness exercises enable parents to realistically engage in self-care. Some 
parents’ self-compassion and self-care had totally diminished.  The group allowed for 
normalising empathy for their experiences.  Parents were having a stressful time and 
finding it difficult to regulate their own emotions, which in turn, impacted family 
functioning.” 
         Clinician 2 
One of the important messages clinicians sought to instil during the parenting programme was 
that repair in relationships is possible. Relationships in general involve rupture and repair.  
Therefore, the concept of ‘repair’ provided a beacon of hope for parents.  Furthermore, making 
mistakes in interactions with children was normalised and the opportunity to engage in repair 
work was presented as being ever-present.  Once parents began looking at how they regulate 
themselves, they in turn can begin the process of repairing ineffective ways of engaging with 
their children. The following excerpts capture this important aspect of building parent capacity:  
“…freedom to try again, and that it was okay to make mistakes…okay to get it wrong 
as relationships are about rupture and repair.” 
         Clinician 3 
“Working on their own regulatory states they have this enormous opportunity to repair 
haphazard or ineffective ways of relating to their children…new ways of understanding 
their child’s fussy states and how to use specific skills to co-regulate with the children.”  
         Clinician 1 
 
4.6.14 Main Theme 2: Parents Motivation to Change 
Table 28:  Main Theme 2- Parents Motivation to Change 
Theme Clinician 1 Clinician 2 Clinician 3 














4.6.15 Summary of Main Theme 3: Parents Motivation to Change  
The main theme of parent’s motivation to change was present in all interviews. The clinicians 
echoed the importance of enhancing the screening process for future programmes to ascertain 
parent’s motivation to engage in group interventions.  All clinicians stated that standard 
screening should include individual interviews in order to establish readiness to engage in 
group work and to form an introduction with facilitators to establish a therapeutic alliance.  The 
use of reflective scales such as Fonagy’s Reflective Capacity scale was also suggested as a 
useful addition to gauge parent’s reflective capacity. 
Theme: Motivation to Change 
Clinicians underscored the necessity of meeting with parents prior to the group as to enable 
parents to develop a rapport with facilitators and also have a familiar face on the day the course 
commences.  Having this opportunity could potentially make the prospect of attending group 
interventions less daunting, in addition to laying the foundation for the therapeutic relationship 
to begin.  Clinician’s 1 and 2 reflected on the importance of considering potential impediments 
to parent engagement: 
“By meeting all the parents individually before the group, this can assist with 
therapeutic alliance with the facilitator… when they come to the group they will at least 
have an association with the therapist.” 
        Clinician 1 
Meeting with parents on a one-to-one basis prior to the group enables clinicians to ascertain 
parent’s readiness and motivation for participation in group interventions. Interviewing 
potential participants gives clinicians a sense of their capacity for self-reflection, and enables 
facilitators to gauge whether the timing is right for individuals to attend group interventions:  
 “I think better screening would be beneficial… one-to-one meeting before hand to 
ascertain where the parents are at that moment in time regarding parental readiness 
and capacity for self-reflection.”       
        Clinician 2 





Introducing screening measures which specifically focus on reflective function capacity was 
suggested.  Using self-report measures can give an indication of parent’s ability to engage in 
reflective functions.  This can add to the robustness of the screening process and assist 
clinicians in targeting parent needs in terms of whether it is better met with individual or group 
intervention or a combination of both: 
“Reflective capacity scale by Fonagy gives an idea of openness to engage in processes 
to bring about change.” 
        Clinician 2 
Additionally, the benefits of delivering an introductory group-talk about the intervention was 
highlighted. Parents who attended these talks had the opportunity to engage in a degree of 
preparatory work, in that they gained an understanding about the interactive nature of the 
group; for instance, that they would be invited to participate with examples from home of 
difficulties they were experiencing with their children’s emotional states. The importance of 
preparing parents for a group process is delineated by Clinician 3: 
 
“The people who came to the psycho-educational talk prior to the group were more 
ready and had been primed about the group beforehand… and had an openness to the 
group intervention. 
Clinician 3 
    
4.6.16 Main Theme 3: Impact on Clinicians 
Table 29: Main Theme 3 - Impact on Clinicians 
Theme Clinician 1 Clinician 2 Clinician 3 
Expanding Interventions and Group 
Facilitation Skills 
















4.6.17 Summary of Main Theme 3: Impact on Clinicians 
The main theme of impact on clinicians was present throughout all the interviews and the 
impact that developing and delivering the group intervention had on clinician’s practice and 
vitality was highlighted. Clinicians discussed the expansion in service delivery requirements 
to meet the compelling needs of clients. The former child and family service delivery was 
predominantly based on individual therapeutic interventions with families. Clinicians 
supported the value of group work and stressed that it may be used as part of a broader 
intervention plan, as some parents may benefit from both individual and group interventions.   
In addition, they accentuated the importance of acquiring group facilitation experience, as it is 
a clinical competency that can be underestimated.  Delivering group interventions is highly 
skilled work and clinicians attested that parents could sense when the facilitators were authentic 
and attuned to them.  Devising the parenting programme had a further impact on clinical 
responsibilities as existing time constraints were stretched by the additional demands of 
developing and delivering new interventions. As this adversely impacted clinician’s vitality, 
they all reflected on the impact of balancing time limitations and meeting the demands of their 
clinical work, and described the supports they had put in place to deal with these challenges.  
The coping mechanisms adopted by clinicians included engaging with their own reflective 
work and incorporating mindfulness training and practices. 
Sub-theme: Expanding the Reach of Interventions  
The Child and Family Services delivery model was predominantly based on individual 
therapeutic interventions. The compelling need of repeated referrals for emotional 
dysregulation and expansion in service was therefore much discussed and clinicians reflected 
on the move towards delivery of group-based parent interventions: 
“The concept of group work is a new one for our service. We have gotten used to making 
tweaks to service delivery to meet the needs of the clientele.” 
         Clinician 1 
The specific service type to which clinicians are exposed can dictate the mode of work they 
become familiar with and which core clinical competencies are best maintained. One clinician 
explained that she was most familiar with delivering individual therapeutic interventions, as 





 “Previously, I mainly worked on an individual therapeutic basis.” 
         Clinician 3 
Another clinician who had been more exposed to delivering group interventions advocated for 
the benefits of this mode of work. While this clinician highlighted the enhanced learning, 
benefits associated with the group experience, she also addressed the negative connotations 
people harbour regarding group interventions. Here Clinician 2 reflects on the positive and 
negative contexts surrounding the use of group interventions: 
“Personally, I find I get excited by groups. I think there is great leaning in the group 
experience.  I do feel like they get treated as second best option for interventions.” 
         Clinician 2 
Although the benefits of stand-alone group programmes were discussed, reference was also 
made to group interventions as part of an overall intervention plan involving further one-to-
one work.  For parents who have more entrenched regulatory problems, it may take additional 
individual support to process and repair their own regulatory needs. While the emotion 
regulation problems may not be long established in the child, the parent may have more deeply 
embedded difficulties which require additional support.  Overall, service delivery may 
therefore involve a combination of treatment types which include both individual and group 
interventions.  The key task emphasised by clinicians is the importance of facilitating parents 
to commence the process of repairing their own regulatory needs. Here, Clinicians 1 and 2 
reflect on the requirement to consider parent needs: 
“It is not that simple to undo early learning. Some parents have entrenched early 
difficulties of their own emotion regulation needs not being attended to, and require 
more support on a one-to-one basis.” 
        Clinician 1 
“It is important to accept that group work may be the foundation for some people’s 
work, or that they had engaged in one-to-one intervention and this was the next step 
for them.” 






Sub-theme: Group Facilitation 
Clinicians underscored the importance of having group facilitation experience, as it is a clinical 
competency that is sometimes undervalued.  As the delivery of group interventions is highly 
skilled work, it is therefore necessary to have attained group leadership training and acquired 
experience in group facilitation. This competency helps the clinician maintain proper fidelity 
to delivery of group based interventions and is essential to sustaining a safe environment for 
participants and managing group dynamics. It was observed that parents attending group 
interventions can present as dysregulated and it is therefore imperative to manage heightened 
emotions whilst maintaining a safe space. This is captured here by Clinician 2: 
“People bring their own stress and you try to create boundaries and make sure people 
feel comfortable, safe, respected, heard, and to insure nobody dominates the group.” 
         Clinician 2 
Group facilitation can be a complex role as it involves managing group dynamics, transference, 
and fidelity to the delivery of the course material.  Clinicians discussed the capabilities required 
to lead group interventions and the ability to multitask within such settings. In addition, 
clinicians also discussed the necessity for the continuous monitoring of people’s states and the 
importance of doing a check-in with participants on a regular basis.  The complex skills 
attached to group facilitation were highlighted by all clinicians:  
“There is an air of anticipation, and it is laced with apprehension of what will hold the 
group, as transference is alive and well in group work.” 
         Clinician 1 
 
“Monitoring people’s states and checking in with them is the most challenging aspect 
of group work.  I think these skills get underestimated in group interventions.”   






“Managing group dynamic was a challenge and it is good to be mindful that there 
needs to be an experienced facilitator to hold the group.  I realised I had limited 
experience in running groups.” 
         Clinician 3 
Parents’ capacity to discern the facilitators’ ability to connect with them was mentioned.  
Clinicians noted that learning can be impeded when course material is delivered without 
properly connecting with participants as parents can sense when facilitators relate to them and 
when they do not. Failure to connect with parents when delivering relational-based 
interventions has the potential to develop a barrier between the facilitator and the participants.  
This aspect further evidences the importance of having group facilitation experience.  Clinician 
1 reflects on the importance of this area of clinical competence:  
“Parents are wise, and they are going to pick up on ‘them and us’ if the material is 
churned out.  They can sense the authenticity when a facilitator is attuned with them or 
not.” 
         Clinician 1 
 
Sub-theme: Growth and Vitality 
One clinician spoke about energy surge that comes from researching, learning and expanding 
practices. Striving to learn more generated a sense of ‘freshness’ and an enjoyment in 
developing as a clinician. This in turn provided a sense of vitality to clinical practice:    
“Like members of the group I am constantly learning and I like the freshness of being 
in a state of growth and development.” 
        Clinician 1   
The time dedicated to research and devising new interventions had a direct impact on clinical 
time. Great demands are already put on clinician performance within the limited resources of 
child and family services. Clinicians discussed the existing time pressure they experience in 
meeting the demands of a busy service; pressure that was further exacerbated by allocating 
time to developing and delivering the parent intervention.  One psychologist stated that there 





“The time to do research and innovative thinking is sandwiched between meeting the 
compelling needs of clients. This is a negative for our discipline.”   
        Clinician 1 
The increased demands on clinician time by the development and delivery of the parent 
programme was echoed by all psychologists. One clinician described not having sufficient time 
to complete the necessary preparatory work for delivery of the programme within regular 
working hours. This was compounded by a change in staffing which rendered the team short-
staffed.  Subsequently, such work had to be completed outside working hours which had a clear 
impact on the clinician’s work-life balance: 
“A lot of the preparation work was done on my own time. A change in staffing occurred 
around the time of the groups and my work-life balance was impacted.” 
        Clinician 2 
The impact of delivering group interventions on a personal level was also considered.  Group 
work can be more intense and complex than working with people on an individual basis and 
the demands of group interventions can render facilitators fatigued. Winnicott (1965) referred 
to a ‘holding environment’ which provides optimal environment for adequate parenting.  The 
clinicians provided similar holding environments to contain participant’s emotions within the 
group setting.   They reflected on the stressors associated with holding the group and the impact 
that this had on energy levels and feelings of being overwhelmed:    
“Things can happen in a group.  And it can be very tiring, and you can feel exhausted 
after group, as in many ways it can be more intense than individual work.” 
        Clinician 2 
 
“One week I was totally frazzled and I took off at a million miles. I knew I was 
dysregulated going into the group, as it was an intensely busy week.”  
         Clinician 3 
To maintain wellbeing clinicians put supports in place to manage clinical demands and cope 
with the stress of expanding intervention options. These included continuous professional 





incorporating mindfulness practices as part of preparation prior to delivering the group.  
Additionally, clinicians observed that one’s own mindfulness practice is necessary to being 
competent to teach mindfulness exercises to others in an authentic manner: 
“I have done an MBSR course myself. You need to embody the practice of mindfulness 
to impart this knowledge.” 
        Clinician 2 
“I incorporated a mindfulness exercise before going down to the group and on 
reflection I was much calmer.” 
        Clinician 3 
 
4.6.18 Synthesis of Themes 
The qualitative analysis of the parent and clinician interviews elicited both similarities and 
divergences. Firstly, the similarities will be discussed.  
The prominent thread in both interview sets centred on relationships and self-care strategies.  
The focus of the clinician’s approach within the group intervention was to enhance the quality 
of relationships. This was achieved by delivering psycho-educational material about 
attachment, what it means to regulate our emotions, and the capacity for self-reflection.  A key 
component was the establishment of a safe space wherein parents could engage in self-
exploratory and self-reflective work. The parents clearly felt safe as they were not resistant to 
identifying flaws in their relationships.  
The capacity to develop emotional regulation is generated from early relationships with 
primary caregivers.  Clinicians focused on strategies to enhance the ability to self-regulate, and 
to co-regulate with children including emotional language, mindfulness techniques, developing 
reflective capacity, and engaging in repair work following ruptures in the relationship.  The 
parental interviews echoed the value placed on relationships. They reflected on knowledge and 
skills acquired from the group interventions which represented the themes of co-regulation, 
and relationship with self and with others. In both cases parents discussed concepts such as 





children. Refocusing on the relationship rather than on their children’s behaviours was found 
to improve the quality of the parent/child dyad.  
Engaging in self-care was an important message throughout the interventions.  Mindfulness 
practices to boost self-care and enhance emotional regulation were adopted by both clinicians 
and parents. Clinicians reflected on feeling overwhelmed with the increased demands of their 
clinical time and practice in terms of the requirement to develop and expand interventions.  To 
combat this, they engaged in mindfulness training, their own reflective work, and adopted 
mindfulness practices in the professional context to maintain wellbeing in their busy work 
environment. Similarly, parents spoke about the positive impact of mindfulness on their 
capacity to self-regulate.  
The main distinguishing the parents’ data set from the clinicians’ perspective was that of 
evaluating parent’s motivation to change and the impact on clinicians of the expanding 
intervention options.  Evaluating motivation to change was reflected by aims to enhance the 
screening process. Clinicians deemed it important to have an idea of parent’s capacity for self-
reflection prior to participation in group intervention.  They highlighted the importance of 
conducting individual interviews with parents prior to commencement of the intervention, and 
using a screening tool, such as Fonagy’s reflective scale, to ascertain individual motivation to 
engage in processes designed to bring about change in their lives.  Additionally, clinicians 
made an important reference to competencies in group facilitation, and underscored the 
advantages of having experience in this highly skilled area when delivering group 
interventions.  I keeping with the clinicians, the parents drew attention to important issues for 
future consideration, including the need for both partners to attend the parenting intervention, 
as well as recommendations regarding the course curriculum, such as extending the duration 
of sessions and increased educational video footage.   
Overall, the participants conveyed their experiences of being involved in a relationship-based 
parenting intervention from the two viewpoints of service-delivery perspective and service- 
user perspective. 
The aim of this research was to explore parental experiences of attending the emotion 
regulation parenting intervention and to gain an understanding of clinician views and 
experiences regarding the process of developing and delivering of the programme. The findings 
exposed two important areas that need to be addressed.  Firstly, not all programme developers 





their staff in attaining the appropriate training and supervision to acquire competencies in this 
mode of service delivery as it is imperative that all facilitators have the professional expertise 
to hold and contain group participants for successful delivery of the programmes.  Secondly, 
challenges associated with one parent from a family unit attending the parenting group were 
emphasised in the analysis.  It is clearly of the utmost importance that both parents invest the 
time to implement new parenting practices.  The optimum way to meet the needs of families 
may therefore be to adopt a flexible approach to the delivery of parenting groups, such as 
organising sessions outside regular office hours to accommodate both parents.  An alternative 
option may be for parents to attend either together or at different times.  This provides the 
opportunity for both parents to benefit from the group support and ring-fence the space to 













4.7 Relationship between Quantitative and Qualitative Analysis 
The aim of this chapter is to highlight the benefits of combining quantitative and qualitative 
research methods for the present study.  While it is not possible to outline all the similarities 
and differences of the mixed-method analyses, the key points elicited from both quantitative 
and qualitative results will be presented here. 
4.7.1 Sample Characteristics 
The participants for the qualitative analysis involved parents (n=5) who attended the emotion 
regulation (ER) intervention.  They comprised four females one male.  Of the clinicians (n=3) 
who developed and delivered the programme, all were female. In this study, a quantitative 
multiphase design was employed. The participants were the above-mentioned group of parents 
who attended the parenting programme.   
4.7.2 Results 
The purpose of the present investigation was to conduct a 360-degree evaluation to examine 
both the impact of the ER intervention and assess how participants experienced the 
intervention. The results of the mixed-method multiphase analyses will be considered within 
the following categories of:  
• emotional awareness  
• parental capacity and challenges  
• challenges and coping strategies   
4.7.3 Emotional Awareness 
The thematic analysis indicated parents had an improved awareness of their emotional states.  
Reports indicated that self-regulation was a prominent learning outcome for parents. An 
increased awareness of how their emotional states have an impact on their children was 
articulated. Parents recognised that when they were regulated, their children also became 
regulated. Having a greater understanding that behaviours and emotions are interlinked has 
enhanced parent’s capacity to approach children’s behaviours from a broader perspective.  This 
facilitated enhanced attunement and connection within the parent/child dyad. One quantitative 
measure contributed to observations of children’s behavioural and emotional problems over 





participants were found to be within the clinical range for internalised and externalised 
symptoms at T1.   Further clinical range scores were found for two parents at T2 and T3, whilst 
the scores for the remaining three parents were in the normal range for T2 and T3. A significant 
difference was also found for parental reports of children’s externalised symptoms at a group 
level, with significant differences in scores for sleep patterns and aggression at T1 and T2.  
Additionally, significant problems were found in attention differences between T2 and T3. 
Considering the pen portraits of parents, a history of post-natal depression and having a child 
with special needs was evident among parents with scores in the clinical range.  This upholds 
the use of the CBCL questionnaire, as it allowed for a baseline measure of children’s 
behaviours and emotions, and at two further time points post-intervention.  The results 
contributed to the overall evaluation of the intervention. 
4.7.4 Parental Capacity   
The thematic analysis derived positive feedback from parents who adopted emotional literacy 
to validate their children’s emotional experiences. They reported that they would previously 
have demanded why their child was upset. They now adopted a different approach, using 
reflective emotional language to validate feelings and returning afterwards to engage in repair 
work once the child had calmed down.  Parents reported that by using this approach they had 
observed changes in their children’s emotional reactions. Whereas previously their children 
would have been dysregulated for hours, children now appear to process their emotional states 
and work through emotional distress more quickly and easily. A sense of parental satisfaction 
in this regard was echoed in the measure of parental self-efficacy. Four participants 
demonstrated improvements within the various parental domains identified.  Enhanced self-
efficacy was observed at T2 and T3 in most parenting domains identified in the subscale of 
parental self-efficacy, with the exception of parental pressure which increased (T1&T2).  
However, the measure did reveal one parent whose scores indicated a decline in self-efficacy 
across the three time points. The use of the TOPSE was therefore justified in its ability to gauge 
parenting capacity, and to recognise parents who are struggling and may require additional 
supports.  
4.7.5 Challenges and Coping Strategies 
Thematic analysis revealed that parents’ experience of high stress levels was having an impact 
on family functioning. Parents reported that having had a space in group sessions to 





had become. The group experience allowed for a holding environment that normalising 
parental pressures and provided a safe space from which parent could engage in self-
exploration and self-reflective practices.  
Also highlighted was the concept of self-care. Several parents had disengaged in any activities 
that gave them a sense of vitality. They reported finding the practice of mindfulness helpful, 
citing benefits such as improved sleep, and greater awareness and acceptance of their emotional 
states. Participants realised that engaging in self-care enhanced their coping skills and allowed 
them to be better equipped at dealing with the challenges of parenting.   
The third quantitative measure used in the present study looked at cognitive coping strategies 
used in stressful situations.  It provided an overview of parent’s use of adaptive and maladaptive 
cognitive coping strategies throughout the study period.  One parent scores on subscales 
demonstrated an increase in maladaptive strategies and reduction in the use of adaptive ones at 
T2 and T3.  The remaining four parents showed an increase in the use of adaptive strategies 
and a reduction in much of maladaptive coping strategies at post-intervention time points.  
However, on the maladaptive subscale there was an increase in self-blame at T2 and T3, and 
for blaming others at T3.  This quantitative measure provided an overview of parental cognitive 
coping strategies and the impact of the parenting intervention on individual scores at post 
intervention time points. 
4.7.6 Clinicians Findings 
A 360-degree approach was used to evaluate a newly devised relationship-based emotional 
regulation parenting programme.  A mixed-method multiphase design was employed to assess 
the services user and the service provider’s perspective.  The thematic analysis of the clinicians 
highlighted areas such as parental readiness to engage in group interventions and the non-
standardisation of screen methods for participation in the programme. Also highlighted was 
the importance of proper proficiency in group facilitation skills.  Facilitators require specialist 
training and supervision to maintain competencies in this skilled mode of working.  These 
findings combined with the findings from the parent participants provide direction for 








4.7.3 Conclusion  
This chapter highlights the benefits of using qualitative and quantitative analysis for the present 
study.  
The qualitative analysis indicated increased parental emotional awareness.  Parents reported 
that they are more mindful of their emotional states and how they impact on their children’s 
capacity to regulate. A quantitative measure demonstrated a significant reduction in children’s 
sleep patterns, aggression and attention problems at a group level.  
Enhanced parental capabilities were reported in the qualitative analysis.  Parents implemented 
the use of language to validate their children’s emotional states and engaged in repair work 
following distressing situations with their children. Improved parental capability was reflected 
in a quantitative measure that examines parental self-efficacy.  Most participants demonstrated 
improvements in parental self-efficacy in the parenting domains identified in the questionnaire, 
apart from parental pressure, which increased for all participants. One parent’s scores indicated 
a decline in self-efficacy over the three time points.  The thematic analysis revealed that other 
parents were also experiencing high levels of stress which was having an impact on family 
functioning.  The importance of self-care to cope with the stressors of parenting was realised. 
Parents reported benefits of mindfulness and engaging in other self-care activities. The CERQ 
quantitative measure assessed parent’s cognitive coping strategies in stressful situation.  Most 
participants demonstrated an increase in the use of adaptive coping strategies. Likewise, an 
increase in the two maladaptive strategies of ‘blaming others’ and ‘self-blame’, was also 
observed.  In the same way, the parent of a child with special needs demonstrated a decrease 
in adaptive and an increase in maladaptive coping strategies over the study period.   
The thematic analysis of the clinicians highlighted parental readiness to engage in group 
interventions, and non-standardisation of screen methods for participation in the programme, 
in addition to underscoring the importance of having proficiency in group facilitation skills.   
The collective findings from parent and clinician participants provide considerable direction 
for improving the future delivery and development of the emotion regulation parenting 







Chapter 5 Discussion 
 
5.1 Introduction 
This chapter provides an overview of the study and a summary of findings which will be 
discussed in relation to the extant literature. Consideration of the study’s methodological issues 
and the researcher’s reflections on the study will also be addressed. Clinical practice and 
theoretical implications will be considered along with recommendations for programme and 
suggested directions for future research. The chapter concludes with a summary of the study. 
5.2 Overview of the study and review of the research questions 
The importance of emotional regulation on our capacity to function in the world had been 
comprehensively addressed in the literature (Gross, 2009; Shore, 2001) In fact, emotion 
regulation is now believed to be an essential component of effective parenting, as highlighted 
by Rutherford and colleagues (2015). The evidence points to the importance of the family role, 
and particularly, the role that parents play in shaping the faculty of emotional regulation in 
children (Bariola et al, 2010).  Despite this, the evidence to date shows that for the most part, 
the parent training programmes delivered in clinical practice settings have adopted a 
behaviourist approach (Bunting, 2004; Thomas et al, 1999). While such programmes do 
include elements of emotion regulation and relationship skills training, the main emphasis is 
on behavioural management (Behan et al 2001; Quinn et al, 2006; Saunders, 1999; Sharry, 
2001; Webster-Stratton, 1998; 2005). In Ireland, relationship-based parent training 
programmes have yet to be established, and consequently the evidence base is difficult to 
locate. Much of the research on parenting programmes in Ireland remains behavioural-based 
(Bunting, 2004; Carr, et al, 2015; Connelly et al, 2017; Cotter, 2014; Furlong et al, 2012).  
The aim of the current study was to evaluate the effectiveness of a relationship-based 
programme for parents of children presenting with emotional dysregulation, between the ages 
of 4 and 6, within a community setting. A 360-degree approach was used to evaluate a newly 
devised relationship-based emotional regulation parenting programme. This included pre-and 
post-measures of children’s behaviours and emotions, parental self-efficacy, and cognitive 
coping strategies, together with parent and clinician interviews post-intervention. The study 





participating parents and to explore parent understanding of their experience. A secondary aim 
of the study was to elicit the clinicians’ views and experiences regarding the process of 
developing and delivering this new parenting programme.  The feasibility aspects of the study 
worked well in terms of the availability of participants from the Child and Family Services, 
good attendance, and the acceptability of the new intervention.  As regards the efficacy testing 
aspect of the study, the analysis did not include process/outcome measures. Furthermore, 
reliable change index (RCI) is a standardised score representing changes in participant scores 
using a test which corrects for practice effects (Heaton, Temkin, Dikmen, Avitable, Taylor, 
Marcotte & Grant, 2001). As such it provides a reliable indication of whether people change 
sufficiently following participation in an intervention, or whether changes are due to simple 
measurement unreliability. With reference to the outcome measures, the intervention found no 
significant impact on either parental self-efficacy or cognitive coping strategies. Although a 
significant change was observed for children’s sleep patterns, aggression and attention 
problems during the study time points, the RCI computation was not utilised in the present 
study.   
5.3 Summary of the Major Findings 
5.3.1 Quantitative Analysis 
A quantitative multiphase design was employed for the purposes of this study.  Measures were 
administered to parents at baseline (T1), post-intervention (T2) and at six-month follow-up 
(T3).  At T1, scores on the Child Behaviour Checklist (Achenbach & Rescorla, 2000) fell 
within the clinical and borderline range on the internalising and externalising subscales, for 
four of the participating parents.  Baseline scores for the fifth parent did not fall within the 
clinical range.  Clinical range scores were found for two parents at T2 and T3, and scores for 
the remaining three parents were in the normal range.  Additionally, a significant difference 
was found in parental reports of children’s externalised symptoms, including sleep pattern and 
aggression at T1 and T2 and attention problems at T2 and T3.  Furthermore, the intervention 
demonstrated a varied impact on parents’ use of cognitive coping strategies.  One parent’s 
scores on a subscale of cognitive coping strategies demonstrated an increase in maladaptive 
strategies and reduced usage of adaptive ones at T2 and T3.  The remaining four parents showed 
an increase in the use of adaptive strategies, and a reduction in much of maladaptive coping 
strategies.  However, on the maladaptive subscale there was an increase in self-blame and 





parental self-efficacy was observed for the parent of a child with special needs.  However, the 
remaining parents demonstrated improved self-efficacy in identified areas of parenting across 
the study period, apart from parental pressure, which increased for all parents.   
5.3.2 Qualitative Analysis 
The thematic analysis conducted on both the parents and the clinician’s interviews at the post-
intervention phase generated multiple themes. Four main themes which emerged from parental 
interview were co-regulation, relationship with self and others, group experience, and 
recommendations.  The theme of co-regulation relates to the benefits parents gained from the 
knowledge and skills acquired from the intervention. This includes greater awareness of 
attachment, using emotionally reflective language, and engaging in repair following ruptures 
in their relationship with their child.  The theme of relationship with self and others refers to 
the internal processes of parent’s emotional worlds and the capacity for self-regulation.  The 
capacity self-regulate is enhanced when individuals engage in self-care techniques which assist 
in managing their emotions within the context of the challenges of parenting.  Parents discussed 
the benefits of self-care practices including mindfulness and making space for ‘personal time’ 
in hectic schedules.  A collective view expressed by this group of parents referred to the 
benefits of peer support, validation of parental challenges, and developing self-reflection 
capacity.  This resulted from their participation in the group intervention.  
Findings from clinician’s interviews generated the three themes of relationship approach, 
parent’s motivation to change, and impact on clinicians.  The theme of ‘relationship approach’ 
relates to the importance clinicians placed on relationship quality, and strategies such as 
mindfulness practices, developing reflective capacity, and expressing emotions.  The theme 
‘parent’s motivation to change’, relates to the clinician’s views regarding the importance of the 
screening process for assessing parental motivation to engage in group interventions.  Finally, 
the theme ‘impact on clinicians’ highlights the importance of clinical competency in group 
facilitation and the impact on clinician’s vitality.  Thematic analysis of parent and clinician 
interviews revealed a shared emphasis on relationships and self-care strategies.  Clinicians’ 
were concerned with evaluation of parent motivation and readiness to change and with the 
impact of service expansion, and the importance of competency in group facilitation.  Parent 
suggestions to enhance future programme delivery included having both parents attend, 






5.4 Findings in the context of previous literature 
5.4.1 Parents’ Perspectives 
Regarding parental perspectives, thematic analysis revealed the four main themes of co-
regulation, relationships with self and others, group experience and recommendations.  
Quantitative analysis examined the impact of the intervention on parental self-efficacy, 
cognitive coping strategies, and child behaviour and emotional problems, as measured at pre, 
post and six-month follow-up.   
5.4.2 Co-regulation  
Parents reported an improved sense of emotional health and wellbeing following participation 
in the programme. The theme of co-regulation concerns the impact of the ER programme on 
parent’s capacity to attune and connect with their children. Parent’s recognised the importance 
of self-regulation and gained an understanding of how this capacity influences early parent-
child relationship quality and the capacity of the child to form a secure attachment.  These 
results are in keeping with the findings of Slade and colleagues (2005) strange situation study, 
which concluded that the mutual regulatory processes of early-childhood, gradually allow for 
an increase in the child’s ability to self-regulate.  The practice of being listened to, attuned to 
and responded to, by a significant other, provides the child with a sense of who they are.  
According to Winnicott (1965) the ‘mother’s face is the mirror in which the child first sees 
themselves’. In instances where self-regulation and co-regulation does not occur, the child 
becomes more vulnerable to dysregulation.  Correspondingly, a significant body of evidence 
highlights the positive role played by parent reflective functioning, secure parent-child 
attachment, and parental sensitivity.  This body of research has informed clinical work with 
parents and infants, and provided guidance to interventions seeking to promote positive parent-
child relationships (Sadler et al, 2006; Fonagy et al, 2007).   
Attachment security is marked, in part, by the parents’ emotional responsiveness.  This has the 
effect of providing a secure base from which children can explore their environment and return 
(Ainsworth, 1976).  Notably, two of the parents in the study who revealed a history of post-
natal depression, reported symptom scores on the CBCL in the clinical range for 
internalised/externalised symptoms. Also, a third parent, who had a child with special needs 
requiring high levels of care and frequent hospitalisations, had scores in the clinical range.  





with the theories already advanced in relation to the importance of parent wellbeing and parent 
and child emotion regulation.  Indeed, Gavita and colleagues suggest that it may be necessary 
for parents to learn to regulate their emotions first, in order to implement new skills effectively 
with their children (Gavita et al. 2012).  In seeking to meet the needs of parents who are 
experiencing mental health problems, it is acknowledged that therapeutic interventions may 
need to adopt a combined approach of both individual and group interventions.  This is an 
important consideration. Essentially, it may be necessary for parents to first learn to regulate 
their emotions, to be able to implement new skills effectively with their children (Gavita et al. 
2012). For example, a study by Gardner et al. (2006) found that lingering difficulties with 
emotional regulation leaves families at risk of ineffective parenting and reappearance of child 
behaviour problems.  
The adaptation of emotional literacy indicated the benefits of employing emotion regulation 
strategies to enhance parental capacity to attune to their children. Thematic analysis emphasises 
the scope and influence of improved parent-child interaction.  Parents reported favourable 
benefits from implementing emotional literacy and engaging in relationship repair. 
Consequently, this had a positive impact on children’s behaviours and their ability to self-
soothe. However, the current findings are at variance with findings from Hahlweg and 
colleagues (2010) longitudinal study of the Triple P parenting programme, which demonstrated 
that improved parenting practices resulted in reduced internalising and externalising 
behaviours at two-year follow-up. Comparatively, the present study found that improved 
parenting practices resulted in a reduction in child externalising behaviours at Time 2 and Time 
3, but did not result in reduced internalising behaviours at Time 2 or Time 3.  This may indicate 
that internalising symptoms including depression and anxiety may require longer intervention 
or a combined individual and group approach to address both the parent and child’s capacity 
to regulate strong emotions. The small numbers however mean that interpretations are tentative 
and conclusions cannot be drawn.   
The study conducted by Roth et al (2009) suggests adopting caution when implementing 
predominantly behavioural parenting practices.  Findings illustrated that when parents vary the 
level of attention toward their child based on the desirability of the child's behaviour, both 
positivity and negativity is associated with difficulties in children regulating their emotions.  
The findings from the present study indicate the benefits of understanding that behaviours do 





capacity improved post-intervention and they approached external expressions of behaviour 
from a broader perspective, and tailored parental responses accordingly.   
5.4.3 Relationship with self and others 
The theme of relationship with self and others emphasises the importance of parent’s internal 
processes, their capacity for self-reflection and self-care, and the impact of these processes on 
relationships. The findings highlighted improvements in parental capacity which was reflected 
in parental self-efficacy.  Enhanced self-efficacy was observed at T2 and T3 in most parenting 
domains identified in the subscale of parental self-efficacy, apart from parental pressure which 
actually increased (T1&T2).  This was reflected in thematic analysis.  Parents drew attention 
to the challenges of adequately relaying the information from the intervention to their partners. 
This resulted in additional pressure for participants to educate not only their children, but also 
their partners on emotional regulation.  Furthermore, they received limited support from 
partners when implementing new strategies.  This had a negative impact on a unified approach 
to parenting practices and resulted in additional stress on parental relationships. Likewise, 
stress has a significant impact on parent's capacity to function within their families. The study 
conducted by Gardner et al. (2006) on IY programme illustrated an improvement in parenting 
behaviours and attitudes but no commensurate improvement in the mental health of parents. 
The findings from the present study also revealed an improvement in parenting behaviours, 
while parents additionally reported a reduction in experiences of parental guilt. This may be 
attributed to parents working on their reflective capacity and actively engaging in repair work 
following ruptures in the relationship.  However, within the context of parenting a child with 
special needs and a child with emotion dysregulation, the findings for one participant at T2 and 
T3 suggested that the intervention had a poor impact on family function.  
Research has begun to look at the role of executive functions in regulating emotions 
(Rutherford et al, 2015).  The capacity of executive function may be an important contributor 
to emotion regulation, in terms of facilitating parental capacity to maintain awareness of their 
own and their child's emotional states, and ability to reflect on how parent’s emotional states 
relate to behaviour (Rutherford et al., 2015).  The findings from previous research suggests that 
mothers with poorer working memory were inclined to react more negatively to their children, 
whilst underscoring that the role of executive functions in regulating harsh parenting may not 
be effective in chaotic home environments (Deater-Deckard et al., 2012).  Such findings 





control naturally when faced with challenging behaviours in children.  Stress may also impede 
a parent’s ability to implement alternative parenting strategies. Heightened stress levels may 
account for an increase in the use of maladaptive coping strategies and for some parents with 
stressful home environments seeking to attend parenting interventions.   
5.4.4 Self-care 
The findings of the present study reported benefits from engaging in self-care activities such 
as mindfulness practices and reconnecting with pleasurable activities. Parents realised the 
importance of self-care and saw how engaging in such practices can have a favourable impact 
on stress levels and their capacity for self-regulation.  The benefits of mindfulness and 
parenting are reflected in the literature. Bishop and colleagues (2004) stated "the non-reactivity 
element of mindfulness, enables an individual to relate to difficult or distressing emotions from 
a broader perspective, increasing the understanding of the emotion without the need to hold 
onto or struggle with them".   Parents reported that mindfulness had a positive impact on their 
wellbeing, and observed improvements in quality of sleep, interactions with others, and their 
sense of self, following participation in the parenting programme.  Research on applied 
mindfulness parenting practices in mental health settings derived findings which confirm 
reduced parental stress and improvements in marital functioning and co-parenting (Bogel, 
2010).  Additionally, further research looked at dispositional mindfulness in parents and ways 
in which this correlates to parenting style.  Preliminary findings suggest that higher levels of 
parental dispositional mindfulness were indirectly associated with high levels of positive 
parenting practices (Parent et al., 2016).  Desrosiers and colleagues (2013) argued that by using 
mindfulness individuals can avoid the dysregulation related to unproductive states such as self-
blame and rumination and adopt more creative strategies.   
In general, the findings from the present study demonstrated an increased use of adaptive 
coping strategies and decreased use of maladaptive strategies at T2 and T3, with the exception 
for ‘blaming others’ and ‘self-blame’.  The increased propensity of psychological flexibility 
can potentially protect parents from becoming overwhelmed by unproductive states.  However, 
a slight increase in self-blame at T2 and T3 is possible, considering their enhanced knowledge 
of children’s early developmental stage of reflective function.  In addition, children are 
modelling and shaping their emotional expressions from their parent's regulatory states.  An 
increase in self-blame may be connected to the important role parents play in their children’s 





linked to the limited support from partners in implementing new parenting practices. 
Facilitators should therefore be alert to of these important issues in the future service delivery 
of emotion regulation parenting interventions.  
Nonetheless, improvement in certain parenting domains were observed at T2 and T3, 
demonstrating similar results to Saunders et al. (2000; 2007) findings on the Enhanced TP 
programme, which included modules on cognitive coping skills and demonstrated enhanced 
parenting self-efficacy. Similar outcomes were found in the present study, and improvements 
were observed in parental self-efficacy subscales including self-acceptance, parental control, 
and learning and knowledge at T2 and T3. This was maintained at follow-up.  Engaging in self-
care appeared to enhance parents' awareness of their own emotional states, which in turn, 
enhanced their ability to connect with and attune to their children and allow for improved co-
regulation to occur. The findings from the study showed that enhanced self-care and parenting 
practices had a positive effect on the parent-child dyad.  Enhancing parenting capacity is the 
primary goal of parenting programmes, as by addressing parent's emotional states within these 
programmes parents are given the optimal chance to make necessary adjustments to their 
parenting practices.  While only casual inferences can be derived from the quantitative data, it 
does however provide an insight into the impact of the ER intervention across the entire study 
period. 
5.4.5 Group Experience 
An additional theme which emerged from the data was the impact of the group experience.  
Benefits comparable to the study conducted by Coughlin et al (2017) on the Parents Plus-
Children’s Programme were found for group support on strategies for stepping back from 
conflict situations and ways to attune to children.  The findings from the present study 
demonstrated that the group provided a safe space to engage in reflective practices and to 
normalise the stressors and challenges of parenting.  Yalom (2005) identified several benefits 
of group treatments including a sense of connection, develop self-awareness, reduction in 
isolation, normalising challenges and suffering, support systems, and shared learning. Various 
elements of these were reflected in the findings.  Group participants provided scaffolding for 
each other, which were buttressed by an additional layer of scaffolding by the clinician.  The 
group experience provided the opportunity for parents to learn from each other's skill-set and 
facilitate the learning of others through shared experiences. This enabled the group to develop 





parental reflective capacity, by providing the space to support and learn from each other, 
engage in self-care activities, and to approach challenges from a broader perspective.  The data 
reflects processes which enhance the reflective capacity that enables parents to attune to and 
reflect on their own and others emotions (Gross, 2013).  However, it is necessary to note that 
group interventions can be extremely challenging and that participants require a high degree of 
open-mindedness and reflective capacity to benefit from group-based interventions.  
Fundamentally, the primary objectives of parental education are to empower parent and guide 
them in ways that will improve their parenting skills whilst not depleting valuable existing 
resources. 
5.4.6 Clinician’s Perspectives 
Three significant themes emerged from the data set of the clinicians' perspectives; relational 
approach, parent’s motivation to change, and impact on clinicians.   
5.4.7 Relational Approach 
The main theme of relational approach concerns the focus of the intervention as a tool to 
develop awareness, understanding and knowledge around the parent-child dyad and the 
function of emotional regulation.  The findings confirmed the importance of delivering this in 
such a way can enable parents to translate what they have learned into their interactions with 
their children. The principles of attachment and infant mental health (IMH) informed 
clinician’s development of this parenting intervention and literature on recent advances in 
neurobiological research provides compelling evidence of the negative impact of poor 
attachment in childhood and adulthood.  Research conducted by Clarke, O Sullivan and Barry 
(2010) also concluded that the age of two to seven years is particularly important in the context 
of children’s social and emotional development and positive mental health.  IMH principles 
are echoed in the present study, as clinicians focused on a relational rather than a behavioural 
approach.  IMH illustrates the importance of promoting positive mental health development 
within a relational framework with the child’s caregivers, and entails nurturing attachment, 
positive parenting, and role modelling for infants and children.  IMH principles are best 
understood on a continuum which incorporates promotion, prevention, intervention, and 
treatment across services and disciplines (Hayes, 2016).  The findings further revealed that 
relationship repair is possible and delayed intervention are still effective to address emotional 





development may potentially stem the severity of childhood disorders and protect against 
psychopathology in adulthood. 
The findings from the present study demonstrated the importance clinicians placed on the 
development and nurturing of emotional regulation. This correlates with research conducted 
by Bariola, et al (2010) which found that the family, and particularly the parents, shape the 
development of emotional regulation in children.  Emotional regulation is the foundation of 
social and emotional development and is developed within parent/child interactions. It is 
widely accepted that emotional regulation is a significant component of mental health and well-
being in general terms. For parents with traumatic histories, the birth of a dependant baby can 
reawaken some subliminal feelings within individuals, rendering them unable to respond 
appropriately to their baby's needs. The theory of ‘ghosts’ in the nursery, based on the seminal 
work of Frailberg et al. (1975) specifically addresses the intergenerational transmission of 
attachment disorders.  
Many theoretical models of psychopathology associate successful emotional regulation with 
good health outcomes, improved relationships, and academic and work performance (Gross, 
2013) whilst difficulty with emotional regulation are conversely associated with adult mental 
health disorders and are integrated into several models of psychopathology. Therapeutic 
approaches incorporating emotional regulation training include: DBT, MBCT, CFT and ACT 
(Bateman et al, 2006; Gilbert, 2009; Hayes, 2006; Linehan, 1993; Segal et al, 2002).  Similar 
practices to enhance reflective capacity used in the above-mentioned interventions were 
incorporated into the group intervention.  Mindfulness was used to assist the parental capacity 
for self-reflection and engagement in self-care activates. Maliken and Katz (2013) argue that 
addressing parental emotional regulation could be an avenue to help more parents, particularly 
those with mental health issues, benefit from parenting programmes.  For instance, engaging 
in group parenting interventions which use a relational approach has the potential to encourage 
mothers who are experiencing residual difficulties with post-natal depression to access further 
appropriate interventions as required.  As the interface of child and adult mental health occurs 
in parenthood, supporting parental emotional regulation may assist in their capacity as primary 
caregiver.  
5.4.8 Parents Motivation to Change 
Another dominant theme which emerged from the clinician’s interviews addressed parent’s 





and their readiness to engage in group interventions. The findings proposed improvements in 
the screening process to include parental interviews and reflective capacity screening measures 
prior to participation.  Research undertaken on the motivation to change has suggested that this 
can equate to programmes success.  The Chaffin et al (2009) study on parenting programme 
retention identified the motivational factors relating to caregiving as a readiness to examine 
parenting behaviours, attitudes towards the programme, self-efficacy perceptions, and problem 
recognition. Thematic analysis reflected a non-standardised approach to recruitment for the 
emotion regulation parenting intervention. A combination of recruitment methods was used 
which included psychological-educational talks, phone interviews, and one-on-one interviews.  
A cohesive approach to assessing parental motivation, involving individual interviews and 
screening measures was highlighted in the data. Additionally, it emerged that is necessary for 
both parents to be involved in the process to determining their readiness to change and engage 
in group interventions. Parents underscored the barriers to implementing change in the home 
environment regarding partners who did not attend the intervention. The findings indicated that 
partners were not necessarily committed or motivated to changing parental practices.  Further 
consequences of motivation to change were recognised by Ellis and colleagues (2011) who 
asserted that the impact of low-motivation may also affect treatment fidelity in multiple ways. 
Failure to complete homework, missing sessions, or resistance to implementing 
recommendations, for example, resulted in reducing the therapists’ capability to deliver course 
materials as properly intended.  Moreover, poor motivation to change can have a negative 
impact on attrition rate (Chaffin et al, 2009). Poor attrition was evident in the present study, 
with three parents dropping out of the intervention after attending only the first session. The 
various explanations given for this ranged from not being persuaded by the idea of group 
interventions to simultaneously being engaged with different services. It is notable that the 
parents who dropped out had not attended an interview with clinicians prior to the intervention 
commencing. This raises the important point that readiness to change should also inform the 
type of intervention best suited to meet family’s needs. As such, specialised and appropriate 
individual interventions may be required for parents before they feel able to either participate 
in or benefit from group based interventions.      
5.4.9 Impact on Clinicians 
The final theme identified in the analysis was ‘the impact on clinicians’ themselves. This theme 
attempted to examine the expansion of services, such as the development and delivery of group-





sub-theme of expanding treatment options highlighted clinicians’ attempts to address the needs 
of the service users by developing a specific relational based parenting intervention which 
focused on emotional regulation. The findings from the present study confirmed the necessity 
of proficiency in group facilitation skills.  To maintain a safe space for participants, such 
specialised and highly-skilled work ideally requires an advanced level of professional 
expertise, yet analysis revealed that not all clinicians involved in delivering the programme had 
attained optimum proficiency in leading groups.  The skill set of one clinician was much more 
focused on the delivery of individual interventions, while the remaining two had acquired an 
aptitude for group facilitation through their experiences of clinical practice. Webster-Stratton 
and Reid (2010) stated the success or failure of parenting programmes depend on the fidelity 
of the delivery, including the individual programme facilitators.  Additionally, research on 
evidence-based parenting programmes reported enhanced fidelity to delivery by providing 
training from certified trainers and mentors, ongoing consultation, and clinical group leader 
supervision, compared to clinicians who did not have this enhanced support (Henggerler, 
Schoenwald, & Pickrel, 1995; Lochman, Boxmeyer, Powell, Qu, Wells & Windle; 2009).  This 
supports the importance of group facilitation training and ongoing support which is reflected 
in the behavioural-based parenting interventions.  The prominent parenting programmes 
discussed earlier, namely, the Incredible Years Programme, The Triple P Programme and 
Parents Plus Programme, all quantify and support accreditation in group leader skills, group 
and peer supervision, and ongoing support, in order to maintain proper proficiency in delivering 
group based parenting interventions (Webster-Stratton, 2017; Sanders, 2017; Sharry, 2017). 
Current literature on group process and facilitation states that training in both core and 
speciality competencies are required to design and facilitate successful groups in a variety of 
settings. Schneider et al. (2014) identified key aptitudes necessary to manage group dynamics.  
These include proficiencies in active listening, reflecting, interpreting, modelling, 
summarising, empathising, evaluating, and clarifying.  Additionally, facilitators should be non-
defensive in coping with both verbal and non-verbal criticism. In many ways group work, can 
be more intense than individual work and a skilled clinician is necessary to "hold the group" 
and provide a "safe space" for parents to work on emotional states.  The capacity to manage 
transference and counter-transference within a group requires an experienced facilitator who 
has acquired this skill via repeated exposure to delivering group interventions.  The findings 
from this study highlighted the gap in supports available to clinicians including peer 





programme is still in the development phase and not yet fully manualised, clinicians delivering 
group based parenting programmes should be better supported to acquire proficiency in group 
facilitation skills.  This is critical for maintaining future delivery and fidelity of the ER 
parenting programme.   
5.4.10 Clinician’s Vitality and Growth 
The expansion of services had a direct impact on clinicians’ vitality and growth. The findings 
from the analysis revealed that clinicians were adversely affected by the increased demands on 
their clinical time. When coupled with existing clinical responsibilities, devising the parenting 
programme had a direct impact on clinician’s vitality which resulted in increased levels of 
occupational stress. Research has established that psychologists are at risk of occupational 
stress, given the nature of their work, and that over time both their professional and personal 
lives may be affected, resulting in distress and impairment in the quality of their work (Norcross 
& Guy, 2007).  The findings of the present study reflected that increase demands on clinicians 
had an impact on their ability to maintain a work-life balance.  The American Psychological 
Association (2006) references the ethical obligation of psychologists to adequately attend to 
self-care, as failure to do so may result in impaired professional competence and place clients 
at risk.  Furthermore, Barnett, Johnson and Hillard (2006) refer to self-care as an essential 
preventative element to distress, burnout, and impairment, which should be considered as core 
practice rather than an adjunct effort to maintain professional competency. The analysis 
emphasised that the clinicians attempted to address occupational stress by incorporating 
mindfulness practices into their clinical practices and engaged in continuous professional 
development by attending mindfulness-based stress reduction (MBSR) training.  Shapior and 
colleagues (2007) similarly emphasised the importance of training in MBSR to promote 
wellbeing in therapists in training by focusing on teaching self-care to caregivers.  Further 
attempts to promote clinician’s vitality were reflected in the findings, namely, by engaging 
individual reflective practice through supervision and personal therapy.  Although clinicians 
engaged in personal supervision, as previously mentioned, specialised supervision is essential 
when delivering group-based interventions.  This is evidenced in the NICE guidelines (2009) 
for parenting programmes, which stress the importance that facilitators be attuned to their own 
regulatory systems through the support of appropriate supervision and continuous professional 
development.  This merely reiterates the importance that facilitators undergo specialised 





5.5 Recommendations for Clinical Practice 
This research set out to explore the experiences of parents and clinicians involved in a newly 
devised relationship-base parenting intervention. It is important to acknowledge and reiterate 
that participant recommendations are vital to the delivery of a more efficient service.  Parents’ 
recommendations from the current study included the participation of both parents, longer 
sessions, and more educational video footage. The findings have generated recommendations 
from both the service user/parent and service provider/clinician perspectives which have 
significant implications for future service delivery.  Recommendations for the emotion 
regulation parent group-based intervention are: 
• Supporting both parents to attend the parenting intervention:   
Parents spoke about the added challenge of implementing novel parenting skills when 
their partners resorted to old habits, particularly in times of distress.  To successfully 
implement change, both parents should be motivated to change and adopting new 
approaches.  To comprehend the core elements of the programme, both parents also 
need to be present to avail of support and strategies to enhance their reflective capacity 
and engage in self-care practices. Parents may require services to be more flexible in 
terms of availability after 5pm to enable both mothers and fathers to attend group based 
interventions.   
• Extend the length of the weekly sessions: 
The findings confirmed while that the group experience facilitated learning, participant 
feedback raised concerns about the volume of new information being delivered within 
the two-hour timeframe.  Therefore, extending the length of sessions by approximately 
thirty minutes would benefit parents' comprehension of the course material and allow 
more time to work on their reflective capacity within the group setting. 
• Standardised screening process: 
The ER parenting programme has been delivered on three occasions at the Child and 
Family Services. To this end, a range of recruitment techniques were used including an 
educational workshop, phone interviews, and individual interview.  However, a more 
standardised approach to future recruitment should be implemented in order to fully 
ascertain a parent’s readiness and motivation to engage in a relationship-based group 
intervention.  Standardised screening ought to entail face-to-face interviews with both 





scale (2014) and the parent motivation inventory (Nook & Photos, 2006) to improve 
the screening process.  This would help to indicate whether parents require individual 
support prior to being able to benefit from group-based interventions. 
• Group facilitation skills:   
This is highly skilled work which requires both specialist training and ongoing support 
to maintain optimum competency in this area.  The findings indicated that not all 
clinicians were fully proficient in group facilitation. Consequently, it is important to 
ensure that at least one facilitator delivering the group intervention has attained a high 
level of proficiency in group facilitation. The literature indicated that the evidence-
based programmes available in Ireland provide accreditation in group leader skills, 
group and peer supervision, and ongoing support to maintain proficiency in delivering 
group based parenting interventions. It is therefore necessary for all clinicians to be 
supported in order to achieve and maintain competency via training, and peer and group 
supervision to develop proficiency in this area. 
5.6 Implications for research 
As there is limited research on relationship-based parenting programmes in Child and Family 
Services in Ireland, replication of the programme evaluation is a must.  However, to enhance 
the robustness of future research, incorporating a larger sample size and a control group to the 
design would allow for greater generalisability of the findings.  One possible area for future 
research might be an examination of the number of parents attending parenting programmes 
with a history of post-natal depression, as two parents from the present study who presented 
with post-natal depression required further individual intervention.  Emotion regulation is a 
significant area needing to be nurtured in women who experience post-natal depression, so that 
they can be effective in their capacity as a primary caregiver.  Incorporating quantitative study 
measures to look at relationships and adult attachment styles might inform whether further 
support is warranted for individuals. Preliminary findings from the research are consistent with 
research on PTP's regarding improvement in the behavioural and emotional functioning of 
children. A similar result was observed in research on the Enhanced TP parenting programme 
and the current study regarding a qualitative reduction in parental stress.  The addition of a 
stress scale would therefore provide important quantitative data on the impact of the parenting 
programme on parental stress levels. Another possible area for future research might assess the 
implementation challenges associated with low father participation in parenting interventions.  





the effectiveness of introducing a relationship focus into parenting programmes at the early 
stage of parenting interventions.  
5.7 Implications for Policy and Practices  
The Health Information and Quality Authority (HIQA) guidelines for the provision of highest 
quality healthcare in Ireland were published in 2012 and are due for gradual implementation 
across Health Service Executive (HSE) Primary Care Services. Services will be systematically 
tested for compliance to these set standards. The current study provides evidence of resource-
efficient, service user-informed practice in the delivery of psychological interventions in Child 
and Family Services in the West of Ireland.  The current Irish legislation and strategy 
documents underpinning service delivery are Vision for Change 2006 and the Agenda for 
Children's Services 200, both of which advocate an early intervention and prevention approach. 
For early interventions to be preventative, it is essential to address emotional regulation 
difficulties in parents, so that they can in turn, translate to their children, to achieve lasting 
benefits.  Without such a prevention-intervention approach, the prevalence of mental health 
problems will increase in society, along with a continuation of intergenerational transition of 
emotional regulatory difficulties to children and the escalating associated economic costs in 
addressing this issue.  Hoskins (2011) asserts that investing before difficulties emerge can mean 
avoiding the need for expensive interventions later in life and translates into better economic 
and social outcomes.   
5.8 Methodological Strengths and Limitations 
The study employed a mixed methods design that gives a voice to study participants and 
ensures that findings are grounded in participants' experiences.  Triangulation of the data from 
multiple data collection methods was achieved, giving rise to a greater understanding of the 
findings and enhanced validity.  A further strength was the use of several internationally-valid 
and reliable measures to examine children's emotional and behavioural problems, parental self-
efficacy levels, and numerous types of cognitive coping strategies used in stressful situations.  
Face-to-face interviews were also conducted which increased the reliability of participants' 
response. The study additionally incorporated a degree of reflexivity, which allowed the 
developers of the parenting intervention to be an integral part of the research process, as 





The study had a number of limitations which may impact on the interpretation of the results.  
Due to the modest sample size for the quantitative aspect of the study (n=5) interpretations are 
made with caution and definitive conclusions cannot be drawn from the findings.  The RCI was 
not calculated for the significant changes observed in the quantitative scores of the Child 
Behavioural Checklist (CBCL). As previously stated, this statistic can be used to confirm 
whether a change in an individual’s score before and after an intervention is statistically 
significant or is based on an unreliable outcome measure. Moreover, when summarising results 
from single case series, it is important to assess individuals who grew reliably worse following 
attendance of an intervention. As the RCI was not utilised in the present study scores were not 
corrected for practice effects.  As such, the significant differences in the single case series may 
not represent real changes, and could be the result of repeatedly undertaking the same test 
(Heaton et al, 2001) or just noise in the data.  Therefore, speculation on reasons for change 
should be interpreted with caution and care should be taken when claiming evidence for any 
causal effect. 
While outcome measures are of intrinsic interest and can reflect all aspects of care, including 
those that are otherwise difficult to measure including technical expertise and operator skill, 
process measures are more sensitive to the difference in the quality of care and are a direct 
measure of quality in single case series.  Process measures can track change over time and tell 
more about what was happening in therapy.  It is this aspect of process measures that are 
frequently used in single case designs.  For example, tracking the change in different phases of 
an intervention, or using multiple baseline (e.g. different symptoms) and tracking them over 
time to see if change is related to the introduction of a different technique.  Quantitative analysis 
of the intervention failed to incorporate process measures in the study.  A major problem with 
outcome measures as a performance indicator is that they are not a direct measure of the quality 
of healthcare in the same way as process measures (Mant, 2001). The addition of process 
measures to the analysis would therefore have assisted in assessing the quality of the emotion 
regulation parenting intervention.    
However, the study does provide a ‘snap-shot’ of the impact of the programme over a six-
month period.  Descriptive statistics from the data was the only reliable option to examine 
quantitative data at the three time points.  In addition, the absense of a control group prevents 
the generalisability of findings from the emotion regulation parenting intervention beyond the 
present study. As indicated in the literature review, research on the evidence-based parenting 





efficacy of Incredible Years, Triple P and Parents Plus programmes. Whilst some preliminary 
findings on the emotion regulation parenting programme have been generated from the present 
study, future research employing a larger sample size may generate greater indication of the 
effectiveness of the programme. There was also an over-reliance on self-report measures which 
can potentially lead to reporting bias.   
As discussed in the methodology chapter, commitment to maintain quality in the research 
process was demonstrated in various ways. However, there are other methods of maintaining 
quality which were not used in the present study. Firstly, the practice of respondent validation 
which is often employed in qualitative research to strengthen the study design was not 
employed in the present research project. According to Barbour (2001) respondent validation, 
or ‘member checking’, involves cross-checking interim research findings with participants. 
Participants’ reactions to the analysis are then incorporated into the study findings (Mays & 
Pope, 2000). There is some debate about the reliability of this method amongst qualitative 
researchers; while some argue that it is the strongest possible validation of the credibility of a 
qualitative investigation (Lincoln & Guba, 1985), others draw attention to its limitations. For 
example, researchers may seek to provide an overview of the data whereas participants wish to 
emphasise their concerns above all others (Mays & Pope, 2000).  Incorporating respondent 
validation into the study design may have enhanced the analysis.  However, in this case, this 
method was decided against due to the additional burden it would have placed on participants’ 
time. Furthermore, asking participants at the outset to both complete an interview and engage 
in respondent validation, in addition to completing repeated measures at follow-up might have 
made involvement less appealing to prospective participants.   
The purpose of a pilot interview is to help determine if there are flaws, limitations, or other 
weaknesses within the interview design, thus allowing the researcher to make necessary 
revisions prior to the implementation of the study. The completion of an additional pilot 
interview with people bearing similar traits to the actual participants in the intended study is 
recommended (Turner, 2010). In this research, the interview schedule was not piloted with a 
non-participant. The first real interview was used as a pilot, and the interview design was 
evaluated on this basis and feedback was sought from the participant. Following the first 
interview, no changes were deemed necessary to the interview schedule. However, on 
reflection it became apparent that there was an untested assumption in the following questions, 
‘What did you like most about the group?’, ‘What did you learn from attending the group? 





questions all imply that parents found the group beneficial to some degree. Furthermore, the 
researcher’s presence during data collection, which is often unavoidable in qualitative research, 
can potentially distort participants’ responses (Anderson, 2010). This may have the negative 
impact on establishing the efficacy of interventions using qualitative methods.  As such, 
research bias is arguably built-in and difficult to negotiate within this particular research 
process. 
It is important to remember that regarding qualitative research, the aim is not so much 
concerned with the generalisability of findings as with the exploration of a sample of people’s 
experiences, in this case the experiences of service users and service providers involved in a 
newly devised relationship based parenting programme. In retrospect focusing on a qualitative 
design may have sufficiently answered the research questions.  The quantitative measures 
provided preliminary results on the impact of the relationship-based parenting programming. 
Nevertheless, the need to factor in time constraints, low sample size, and the comparative ease 
of measuring behavioural change over relationship change, should be considered when 
designing future research studies in this area.   
5.9 Reflexivity in the research process 
Reflexivity in qualitative research is the process whereby researchers engage in an explicitly 
self-aware meta-analysis, and critically examine their influence on the research process and 
product (Finlay, 2002).  Reflexivity involves finding strategies to question individual attitudes, 
values, assumptions, and so on, to better understand our complex roles in relation to others 
(Bolton, 2010). This section includes a reflexive account of the researcher’s own influence on 
this study, and the impact of the research process on the researcher.  Most importantly with 
respect to reflexive practice, I acknowledge that the results of this research are the product of 
my unique interpretation of the data.  The decision-making processes of the analysis are 
documented in section 3.10.3 and 3.10.4, and are based on relevant research 
evidence.  However, in relation to the interview schedules, some questions revealed an 
unproven researcher presumption that participants found the intervention 
beneficial.  Furthermore, I acknowledge my interest and allegiance to attachment-focused 
interventions which may present a subtle bias when analysing qualitative data.  In addition, my 
selections of data extracts as either the most interesting or the ‘best’ representations of the 
relevant themes reflect my opinions and ultimately shaped my construction of the analysis.  As 





(Pillow, 2003).  Although all participants have multiple quotations in the results chapter, some 
participants were quoted more often than others because I maintain that they are more fruitful 
examples of the relevant themes.  
5.10 Reflections on the project 
This project has enhanced my knowledge base of attachment, advances in neurobiological 
research, IMH practices, along with the importance of emotional regulation for children and 
adult emotional health and wellbeing. The findings highlighted the positive impact of educating 
parents beyond behavioural approaches and confirm that focusing on their regulatory states can 
make a significant difference to their overall functioning and their relationships. On reflection, 
it is more straightforward to quantify behavioural change, as opposed to relationship change.  
Hence the plethora of evidence-based research available for behavioural parenting 
programmes. Nevertheless, relationship change is a protracted process which does not lend 
itself measurement in the similar way to behaviours change.  Research on emotion regulation 
and psychopathology reaffirms the importance of relationship on our ability to regulate 
emotions. The present research has consolidated my clinical knowledge of attachment and 
relationship based interventions going forward. 
From a personal perspective, I first became interested in IMH in the first year of my clinical 
psychology training after the delivery of a workshop on IMH. The prevention and intervention 
capacity of this approach resonated with me.  Nurturing developing attachments and repairing 
and rebuilding existing relationships is invaluable knowledge for all clinicians.  A key concept 
within this model is the ability to relate to our emotional states and what it means to regulate 
our states and develop emotional intelligence.  Additionally, our training focuses on developing 
a reflective practice which encompasses engaging in personal therapeutic work and enhancing 
reflective practice within clinical supervision.  Within both environments, the capacity to 
reflect and regulate emotional states was nurtured.  Becoming more familiar with our own 
psychological processes is a crucial component of being a competent clinical psychologist.  In 
fact, the capacity to recognise and regulate emotional states is important for all mental health 
professionals.  The work-life balance is an ever-changing entity, and in circumstances such as 
clinical training this balance can get obscured. The subsequent effects on emotional states can 
impact on functioning.  Engaging in self-care is therefore a necessity rather than a luxury in 
the maintenance of one's mental health and professional capabilities. Prior to commencing the 





throughout the three years of my Ph.D. studies.  Investing in self-care has enabled me to survive 
and evolve from being a trainee psychologist to attaining qualification as a clinical psychology.  
I am confident of my ability to implement an attachment and IMH perspective into my future 
clinical practice. 
5.11 Conclusion 
This research set out to conduct a 360-degree evaluation of a newly developed relationship-
based Emotion Regulation (ER) Parenting Programme. The aim was to explore the experiences 
of parents and clinicians involved in the ER parenting intervention.  The parent training 
specifically addresses emotion regulation knowledge and understanding, and adopts an 
emotional health rather than a behavioural management perspective.  Preliminary results from 
the present study support an argument for assisting parents in their capacity to regulate their 
emotional reactions.  Subsequently, they may be better able to learn and implement new 
parenting skills effectively with their children (Gavita et al., 2012). This research has 
highlighted the evidence-based parent training programmes available in Ireland are 
predominantly behaviour-based.  Although these programmes contain elements of emotion 
regulation and relationship skills, the emphasis is on behavioural management.  (Maliken et al, 
2013).  The enhanced programmes currently available for IY, TP and PP recommend the 
addition of more targeted interventions which address emotional and relationship skills.  
However, they are generally only made available after the standard level of a given programme 
has been deemed insufficient for some families. The literature on parent training programmes 
reveals that programme developers conduct a sizable amount of the research on their own 
interventions. The present study incorporates the programme developers in the research 
process, combining insights from different approaches and different sources revealing a depth 
of understanding of service user’s experiences (Hickey, 2014).  The design used in the current 
study employed a multiphase design, which allowed for direction to emerge for improving the 
intervention and to assess effectiveness after it had time to produce results. The findings from 
this research echo findings from evidence-based parent training programmes, with regards to 
improvement in the behavioural functioning of children. Commensurate results were observed 
in research on the Enhanced Triple P parenting programme and the current study in relation to 
reported reduction in parental stress.  Overall, the findings from the present study support the 
use of relationship-based parenting interventions in primary care services and provide expert 
advice and direction for future delivery and research. While the findings cannot be generalised 





to address familial issues of emotional dysregulation from a relational approach with the view 
to assisting in building and consolidating healthy social and emotional health and wellbeing 
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APPENDIX D: Interview Schedule 
A MIXED METHOD INVESTIGATION OF EMOTION REGULATION GROUP PARENT INTERVENTION  
 




• The semi structured interview will be lead by a skilled facilitator. 
• The facilitator will communicate the service confidentiality protocol and limits to 
each participant. 
• The interview will last approximately 40 to 60 minutes. 
• The facilitator has a responsibility to adequately cover all prepared questions 
within the time allotted. 
• The facilitator’s goal is to generate a maximum number of different ideas and 
opinions from the participant. 
 
Part 1: Introduction & Scene Setting 
Please note that some items will be omitted for telephone interviews as appropriate (indicated in 
italics) 
• Welcome, establishing comfort, bathroom location, and housekeeping. 
• Consent form and plain language statement to ensure the participants are clear 
about the research agenda and background to the study. 
• Acknowledgment of the audio-recording device, explanation of how data will be 
used and stored, and demonstration of verbal or physical signal if participants 
wish recording to stop at any time. 
• Participants will be reminded of the voluntary nature of participation and their 
right to withdraw. 
• Statement of confidentiality. 
• Scene setting and reminder of course topics:  
o Children’s emotional development 
o What is emotional regulation? 
o The importance of regulating the self 
o Building the parent- child relationship 
o Observing 
o Behaviour Having Meaning 
o Responding 
o Self Care 










Part 2: Semi Structured Interview Schedule 
The following are the short interview questions: 
 
1. What did you like most about the group? 
 
2. What did you like least? 
 
3. What did you learn from attending the group? 
 
4. What ideas from the group have you put in to practice? 
 
5. What have been the challenges to putting these ideas in to practice? 
 
6. What might help you put the ideas in to practice from here on in? 
 
7. Have you noted any changes in your own self (or your own personal 
development) as a parent since attending the group?  
 
8. Have you noted any changes in how you understand or manage your own 
emotions since attending the group? 
 
9. Is there anything from the group you would like to learn more about? 
 
10. How might the group be improved? 
 
11. Is there anything else you would like to say about the group? If you were me, the 
moderator, are there any other questions you think I should ask? 
 
 
Part 3: Closure & Check- In 
• How did participant find today’s interview? 
• Thank participants and invite final questions. 
• If anyone has any queries or requires follow up, they are advised to approach 












A MIXED METHOD INVESTIGATION OF EMOTION REGULATION GROUP PRAENT INTERVENTION 
 
FACILITATOR INTERVIEW TOPIC GUIDE 
 
Guidelines 
• The semi structured interview will be lead by a skilled facilitator. 
• The facilitator will communicate the service confidentiality protocol and limits to 
each participant. 
• The interview will last approximately 40 to 60 minutes. 
• The facilitator has a responsibility to adequately cover all prepared questions 
within the time allotted. 
• The facilitator’s goal is to generate a maximum number of different ideas and 
opinions from the participant. 
 
Part 1: Introduction & Scene Setting 
Please note that some items will be omitted for telephone interviews as appropriate (indicated in 
italics) 
• Welcome, establishing comfort, bathroom location, and housekeeping. 
• Consent form and plain language statement to ensure the participants are clear 
about the research agenda and background to the study. 
• Acknowledgment of the audio-recording device, explanation of how data will be 
used and stored, and demonstration of verbal or physical signal if participants 
wish recording to stop at any time. 
• Participants will be reminded of the voluntary nature of participation and their 
right to withdraw. 
• Statement of confidentiality. 
• Scene setting and reminder of group topics 














Part 2: Semi Structured Interview Schedule 
The following are the short interview questions: 
 
12. What do you like most about being involved with designing the group? 
 
13. What did you like least being involved with designing the group? 
 
14. What did you like most about being involved with running the group? 
 
15. What did you like least about running the group? 
 
16. What aspects of the group do you think worked well? 
 
17. How do you think the group might be improved? 
 
18. What did you learn personally or professionally from being involved with the 
group? 
 
19. Has being involved with the group impacted your clinical practice? 
 
20. Is there anything else you would like to say about the group? If you were me, the 
moderator, are there any other questions you think I should ask? 
 
 
Part 3: Closure & Check- In 
• How did participant find today’s interview? 
• Thank participants and invite final questions. 
• If anyone has any queries or requires follow up, they are advised to contact the 






APPENDIX E: Information Sheets and Invitation Letters 
North Cork Primary Care Psychology Services  
HSE South 
             2nd Floor, Mallow Primary Healthcare Centre 
Mallow Business Park 
             Gouldshill, Mallow Co. Cork  
    Tel: 022 58730  Fax: 022 58708  
 
10TH April 2015 
 
 
A MIXED METHOD INVESTIGATION OF EMOTION REGULATION GROUP PARENT 
INTERVENTION 
 




We are conducting an evaluation of a pilot parent group with our service. This group is called 
“Emotional Regulation Parenting Programme: Understanding your Child’s Emotions and 
Behaviours”. 
 
We want to know how effective people find the group. We would therefore like to invite you 
to participate in the evaluation.  This involves completing three questionnaires at pre-
intervention, post-intervention and six-month follow-up and attending a semi-structured 
interview at our department on completion of the programme.  The interviews will take 
approximately between 40-60 minutes. 
 
What you say in the short interview will be audio recorded to ensure we do not lose any of 






Once we have transcribed this recording it will be completely erased. Any potentially 
identifying details will be completely removed from the written transcript so that neither you 
nor your child will be identifiable in any way. 
 
We will use your feedback to produce a report. This may be published, presented publicly 
and/or used for educational purposes. This will help to develop our service. It will also help to 
educate others about the effectiveness of such groups for parents- we can tell them what 
worked well and what could be improved upon. 
 
The interview will be held by Marie Jones, Psychologist in Clinical Training who was not directly 
involved in the parent group. This enables us to perform an objective evaluation of the group. 
 
If you would like to take part please indicate your consent on the attached form 
and return this form to our service in the pre-paid envelope enclosed.  
 
We will then contact you to arrange a suitable time and to ask you whether you would like to 
attend for the interview in person or complete the interview over the telephone. 
 
If you have any further questions please do not hesitate to contact our department on 022-
58730. 
 














North Cork Primary Care Psychology Services  
HSE South 
             2nd Floor, Mallow Primary Healthcare Centre 
Mallow Business Park 
             Gouldshill, Mallow Co. Cork  










Re: A Mixed Method Investigation of Emotion Regulation Group Parent 
Intervention 
 
You have been invited to participate in a parenting group commencing in May 2015 with our 
service. The group is called “Emotional Regulation Parenting Programme”.  This is a group 
based intervention for parents designed to provide you with more information about your 
child’s emotional regulation needs and how you can best support them. 
 
We want to know how effective this group was. We would therefore like to invite you to 
participate in an evaluation of the programme, involving completing a questionnaire pack at 
three time points (pre-post and six-month follow-up) and a short interview either at our 
department, whichever is most convenient, on completion of the programme.  
 
During this short interview you will have the opportunity to discuss your experience of the 
group, what you have learned, and what you feel could be improved. This will help us to 
decide if we should run this particular group again and if so, what the best way is to run it. 






Participation is completely voluntary and should you decline this will not affect your service 
provision in any way. Attached you will find an information and consent sheet which explains 
more about what is involved.  
 
If you chose to participate, we would appreciate it if you could return the consent form to 
Ms Marie Jones using the SAE enclosed. We will then contact you to arrange a time for the 






-------------------------------  -------------------------------- 
Catherine McGuire   Marie Jones 


















     
North Cork Primary Care Psychology Services  
HSE South 
             2nd Floor, Mallow Primary Healthcare Centre 
Mallow Business Park 
             Gouldshill, Mallow Co. Cork  




26th April 2015 
 
 
Dear Staff Member 
 
 
Re: A Mixed Method Investigation of Emotion Regulation Group Parent 
Intervention 
 
From September to November 2015 you helped design and facilitate a pilot parent group as 
part of your clinical duties. This group was called “Emotional Regulation Parenting Programme: 
Understanding your Child’s Emotions and Behaviours”. 
 
We want to know more about your experience of this group. We would therefore like to invite 
you to participate in a short interview in the coming weeks.  
 
During this short interview you will have the opportunity to discuss your experience of the 
group, what you have learned, and what you feel could be improved. This will help us to 
decide if we should run this particular group again and if so, what the best way is to run it. 






Participation is completely voluntary and should you decline this will not affect your working 
conditions in any way. Attached you will find an information and consent sheet which 
explains more about what is involved.  
 
If you chose to participate, we would appreciate it if you could return the consent form to 
Ms. Marie Jones using the SAE enclosed. We will then contact you to arrange a time for the 






-------------------------------  -------------------------------- 
Catherine Maguire   Marie Jones 























Dear Staff Member, 
 
We would like to invite you to participate in an interview on your experience on helping to 
design and facilitate a recent pilot group for parents in your service. 
 
What you say in the short interview will be audio recorded to ensure we do not lose any of 
the information you may offer us.  
 
Once we have transcribed this recording it will be completely erased. Any potentially 
identifying details will be completely removed from the written transcript so that neither you 
nor your child will be identifiable in any way. 
 
We will use your feedback to produce a report. This may be published, presented publicly 
and/or used for educational purposes. This will help to develop our service. It will also help to 
educate others about the effectiveness of such groups for parents- we can tell them what 
worked well and what could be improved upon. 
 
The interview will be held by Dermot McMahon, Trainee Clinical Psychologist, who was not 
directly involved in the parent group. This enables us to perform an objective evaluation of 
the group. 
 
If you would like to take part please indicate your consent on the attached form 
and return this form to Ms. Marie Jones. 
 
We will then contact you to arrange a suitable time and to ask you whether you would like to 






If you have any further questions please do not hesitate to contact our department on 022-
58730. 
 





























APPENDIX F: Consent Forms 
A MIXED METHOD INVESTIGATION OF EMOTION REGULATION GROUP PARENT 
INTERVENTION 
 
CONSENT FORM  
 
I confirm that: 
• I have read the information sheet and that this evaluation has been fully explained to 
me. 
• I know that participation is voluntary and that I can withdraw my consent at any time. 
• I understand that my identity will be protected. I will not be asked to sign my name 
to any questionnaires or give identifying information. 
• All data will be kept in a locked cabinet and only accessed by staff of the Primary Care 
Psychology Service. 
• I understand that if I have any questions that I can contact Ms Catherine McGuire, 
Clinical Psychologist, on 022 58730. 
• I understand that if I have further queries concerning my rights in connection with the 
research, I can contact the Clinical Research Ethics Committee of the Cork Teaching 
Hospitals, Lancaster Hall, 6 Little Hanover Street, on 021 4901901. 
 
I hereby give my consent to participate and allow the results to be analysed and used in 





Name (in block capitals): ______________________________________ 
 
 











A Mixed Method Investigation of Emotion Regulation Group Parent Intervention 
 
CLINICIANS CONSENT FORM  
 
I confirm that: 
• I have read the information sheet and that this evaluation has been fully explained to 
me. 
• I know that participation is voluntary and that I can withdraw my consent at any time. 
• I understand that my identity will be protected. I will not be asked to sign my name 
to any questionnaires or give identifying information. 
• All data will be kept in a locked cabinet and only accessed by staff of the Primary Care 
Psychology Service. 
• I understand that if I have any questions that I can contact Mr. Dermot McMahon or 
the service manager, on 022 58730. 
• I understand that if I have further queries concerning my rights in connection with the 
research, I can contact the Clinical Research Ethics Committee of the Cork Teaching 
Hospitals, Lancaster Hall, 6 Little Hanover Street, on 021 4901901. 
 
I hereby give my consent to participate and allow the results to be analysed and used in 





Name (in block capitals): ______________________________________ 
 
 
Date: ________ Time:  AM/ PM (Please circle)        










APPENDIX G: Example of Inter-Coder Reliability 
Reflections from Independent Researcher 1: 
Clinician 2 Interview: 
The themes look very good.  I will add the few wild thoughts that I had, but please bear in mind 
that I am not familiar with your project.... I will say what came to mind....... I take it that the 
references by this clinical to mindfulness and her emphasis on it, will come in under your theme 
on individual work and/or group work or maybe this isn’t in other scripts. This interviewee 
talks a lot about parent self-reflection capacity and she also talks a lot about client readiness 
and refers to the idea that this intervention may be enough for some but it may be part of a 
bigger picture for others.  I think she is making an important point here - not sure where it fits 
in the themes or if any other clinician mentioned it. She also mentions quite a lot how SHE 
loves groups and believes there is so much to be learned from groups...I don’t know where this 
fits or if it fits, if it doesn’t fit, it might be useful for discussion - as something that doesn’t 
quite fit can be just as important. Could this relate to something ...on clinician preferred mode 
of working. What about family preferences.......... Is this an issue that could affect how people 
engage and how well they are able to benefit from? She also mentions that the skill in leading 
a group is learned on the job (or something like that) and that there is a need to protect 
participants from disclosing personal info or something like that. This is highly skilled 
work.......needs expertise....and I think this is really important, even if it isn’t mentioned much. 
She is right... A lot of damage can be done to people if this is not held.  She mentions that some 
parents have lost the capacity for self-empathy....so imagine such a parent, disclosing material 
in a self-critical way and not being protected.... I don’t know if these thoughts will help at 
all.  You can tell that your interviewee is passionate. This can be good and it can be bad... She 
believes that groups are good and she is going likely therefore to look for the evidence of 
usefulness.  I would be interested in reading the scrip again for any signs of critical thinking 
on the part of clinicians. Viva in particular could say well they designed this so they are going 









Reflections of Independent Research 2: 
Clinician and Parent Transcript: 
I can definitely see where you got your themes of screening, pre-interview, parental reflective 
capacity and barriers to implementing change in the home environment. I can see a few other 
themes there too (breakthroughs /parent’s expectations/clinician vitality in the work) so I think 
it would be good to see your line by line coding and how you came to the decision of what your 
main themes were. If it's too much to go back and do at this stage to put the questions in for all 
the interviews, I think it would be worth including your questions and comments in the excerpt 





















APPENDIX H: Sample of Initial Coding and Thematic Maps 











































APPENDIX I: Sample of Main Theme Ascribed within Transcript 
Example of Main Themes and Sub-Themes Assigned within a Transcript 
Parent Number: 5                                                      
Thesis Interview Number: 2 
Date of Interview: 03/07/15 
Time of Interview: 2.30 
Location of Interview: Mallow Primary Care Centre 
Length of Interview: 45minutes approximately 
You were made feel really welcome and everybody was so open from the first day.  The self-
regulation meant the most to me; once I found that I was regulated then Harry would become 
more relaxed.  Things improved immensely and there was an instant improvement, incidents 
in school – I had tried everything and within a week of coming here, stop taking a breath really 
made a difference in how I was and subsequently how Harry was.  Having the understanding 
that behaviour has meaning meant a lot.  School reports improved, he wouldn’t sit, concentrate 
and there were two biting incidents.  Once he was regulated going away to school his 
improvement was followed on in the school environment. I was given the proper tools and it 
has had a huge impact on how I am with Harry and how he is behaving.  I used to dread going 
to the school to pick him up. 
There wasn’t anything that I didn’t like; there was no week that I dreaded it as I got instant 
benefits from attending. 
Self-regulating was a big one for me; to me, Harry’s issues were huge, once I sat down and 
discussed then in the group I realised that they were not a big as I thought.  I was at the end of 
my tether with it prior to the group.  Once I’m level headed and stay calm rather than rushing 
in and asking questions, my approach has changed; now our interactions occurs in a flow rather 
than getting stuck.  At the end of the day I thank Harry for the day and things such as playing 
with me and helping me – consequently, he will have a beaming face and then he is off to sleep, 
it is wonderful to see.  I thought the programme would make a little difference, but in fact, it 
has made such a huge difference to Harry and to me; I was so stressed from the build-up of 
Harry that I unable to self-regulate/ relax to deal with Harry.  I thought I was fixing everything, 
where in fact I was making it worse. 
Stopping and taking a breath; such as taking the time to enjoy the cup of coffee, the smell, taste, 
and texture before you realise it is gone and you haven’t really enjoyed it.   
Everything; the leaflets I have tried them all, the thanking him and listening to him, praising 
him, self-regulation for myself.  The circle of security, now I will say Harry can I give you a 





Two other smallies, leaving the housework wait- was a challenge at the start, now I give more 
time to play with all the kids and then attack the housework.  Harry can still be challenging, 
the school had become a non-challenge; previously that took up so much time.  A big challenge 
was explaining to Pat and to have Pat to do the same as I do and sing from the same hymn 
sheet.  He was good at the beginning, then Pat would fall back into old patterns, but it would 
have made it a lot easier if he was in the group also, as it is easier to understand when you are 
part of the programme.  Once he could see it working he was on board, and he became me 
when I used to be stressed and just react to the situation.  I can recognise that now.  Need to 
take the time, stop and think about what you are doing and talk to Harry.  At the start, I thought 
Harry was out of hand, but now I realise that it was the way I was dealing with him that was 
wrong and that is not an easy thing to say! It was plain to be seen that once I change how I 
spoke to him there was an instant change.  I think this programme is great for any parent on 
how to deal with kids, regardless of their behaviours. Previously I would say why you are 
screaming, whereas now I would say Harry I can see that you are sad….you don’t stop to think 
that they do not know how to deal with their emotions. 
I have put everything into practice and seeing how happy Harry; there are incidents in the 
playgroup where he will get upset when another child will not play with him; I will speak to 
him and say maybe they don’t want to play today and you might be better to play with 
somebody else for today, and that seems to work. It has made it so much easier for Harry and 
for me; Aoife was picking up on Harry’s behaviour and copying him, so then I would have a 
2-year-old crying also and my stress levels would be rising.  As he has improved, she has also.  
Now when I stop and self-regulate me then and Harry calms there is not a bother on him.  
Keeping it going as it is making life easier, as there is a massive improvement; I had tried 
everything from behavioural charts to treats and it would work for a period of time, then it 
wouldn’t.  Once the emotions are settled and you know how to deal with them then the 
behavioural stuff may work out better.   
Unreal….more relaxed, I was stressed, going to the school, getting him out to school in the 
morning, I was stressed getting the other jobs done.  I find the self-regulating, stop and breath 
these jobs can be done later when they are in bed at night and spend more time playing with 
Harry.  I’m less house proud, but it is a happier house….you kind of find a bit of yourself again! 
I was so stressed which followed me throughout the day.  Going to shops now and not kick off 
and can go to superman's without any bother.  With that came a lot of guilt at the start, as a lot 
of it was how I was dealing with Harry; at the start I kind of felt it was me not Harry; I kind of 
felt guilty now I am thankful that I came and did the programme.  I was reluctant when I got 
the letter, but then I thought I would do to improve things for Harry; for me, the guilt turned 
into a reward, as you would do anything for your kids.  It is a reward because it works. 
Yes; before if I got stressed I would let it snowball.  The here and now and staying in the 
moment and not worrying, as it all falls into place.  When you are stressed you are not tuned 
into yourself at all, white noise is present. 
Everything that was covered was of the benefit to us and what we need at that time.  The video 





maybe more of that.  I liked the group work as everybody was relaxed and in the same boat, 
everyone was supportive and welcoming.  Everybody spoke freely and there was no pressure 
for people to speak and they did at ease. 
It would be brilliant if partners and husbands were part of the group, with work it was 
impossible but it would make such a different on the home front.  If they could come in even 
for part of the programme that would be helpful.  In high insight, Pat could have made it for 
two of the sessions. Key sessions around self-regulation 
Outside of being absolutely marvellous and running smoothly.  If anything like that was to 
happen in the future I would be more open to it and would not hesitate to engage in group work 
in the future.  The teaching was put across so easy and learning in a relaxed format, the more 
you could see the improvements the more you could enjoy the programme.  The service 
provided a 100% what I needed.  Now when I see him crying, I say that I can see you are sad 
– this changed his reaction, the difference is indescribable.  Before it would go on for hours 
and then Aoife would start; now he knows that you know what is going on for him and he 
comes out of himself.  It is easier work than stressing all the time; I’m not as tired as I was, 
even when I used to sit down my mind would be turning over the fear of the next school year 
and it took over so much time and never switched off.  I didn’t expect to get such results so 
quickly. We can go places now and enjoy the day; unreal programme, it was absolutely 
brilliant.    
Group Experience: Welcoming environment; support for other parents; easier to 
understand in the group; group discussion 
Relationships: Relationship with one self; self-regulation; taking a breath; mindfulness 
Attunement: Positive interactions; playing with their child; building trust; using 
language to validate emotional experience of her child; 
Stress: Very stressed prior to course; not tuned into herself; stress would build up and 
never switch off 
Recommendations: Partner attending the course 
Behaviours: biting incidents at school; rushing in asking questions; making the situation 






CBCL Thematic Answers at Three Time points 
Participant 1: 
  












Not true 8 8 6 6 11 1 3 63 
Sometime
s 
0 0 2 1 0 10 2 22 
True 1 1 0 0 0 8 0 15 
Post 
Not true 7 8 6 7 11 5 3 70 
Sometime
s 
2  0 2 0 0 14 1 28 




Not true 7 7 7 6 10 9 3 73 
Sometime
s 
1 1 1 1 1 10 2 25 



















Not true 1 3 5 6 11 10 3 58 
Sometime
s 
4 3 2 1 0 7 2 28 
True 4 2 1 0 0 2 0 14 
Post 
Not true 3 3 3 5 10 0 3 40 
Sometime
s 
5 2 3 0 1 5 0 24 




Not true 2 5 5 6 9 5 4 53 
Sometime
s 
2 2 3 1 2 12 0 33 
























Not true 6 6 7 6 9 4 4 63 
Sometimes 3 1 1 
0 2 11 1 28 
True 0 1 0 1 0 4 0 9 
Post 
  
Not true 5 6 5 6 11 8 3 66 
Sometimes 3 2 3 





True 1 1 0 0 0 2 1 7 
Not true 6 6 6 5 10 5 3 61 
Sometimes 1 2 1 
1 1 9 1 24 
















Pre Not true 4 4 3 4 11 3 4 49 
Some- 
Times 1 2 3 0 0 5 1 18 
True 4 2 2 3 0 11 0 36 
Post Not true 6 3 3 5 11 3 4 52 
Some- 
Times 2 2 4 2 0 10 1 32 




Not true 9 7 6 6 11 16 5 90 
Some- 
Times 0 1 2 1 0 3 0 10 






















Pre Not true 9 7 6 6 11 13 4 84 
Some- 
times 0 1 2 0 0 5 1 13 
True 0 0 0 1 0 1 0 3 
Post Not true 7 7 7 6 10 14 4 82 
Some- 
times 2 1 1 1 1 5 1 18 
True 0 0 0 0 0 0 0 0 
Follo
w-up 
Not true 8 8 6 7 9 11 4 79 
Some-
times 1 0 2 0 2 8 1 21 
True 0 0 0 0 0 0 0 0 
 
 
